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PREFACE 

During the Mid-Term Evaluation of the Child Survival project sponsored by PLAN 
International Austro, the experiences we have shared have led us to conclude that: 

The cooperation of PLAN International with our institutions, The Ministry of Health-Azuay 
Provincial Health Department and the Rural Social Security of Azuay, has benefited the 
development of maternal-infant health programs, which is a priority of Primary Health Care, 
with an emphasis on community participation. 

We congratulate the PLAN International health team, the community health workers, and in 
particular the beneficiary communities in general. 
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1 
EXECUTIVE SUMMARY 

The primary purpose of this Mid-Term Evaluation is to assess progress achieved to date and to 
identify necessary corrective actions in order to enhance the effectiveness of the implementa- 
tion strategy and the potential sustainability of the PLANIAustro Child Survival Project. 

Members of the evaluation team included: Lynn Johnson, external evaluator; Luis Tam, 
PLAN Regional Health Programs Coordinator (present on the first day); Joseph Valadez, 
PLANIHQ Health Programs Coordinator; Marco Freire, Child Survival Coordinator; PLAN 
Nurse Coordinators Mery Coronel, Lucia Ortiz, Diana Barzallo, Maria Estrella, Melania 
Ordoiiez; MOH personnel Cecilia Salgado, Sandra Toapanta, Ana Pulla; and Piedad 
Avendaiio, a representative from Rural Social Security. Support was provided to the 
evaluation team by Ana Murillo, PLAN Administrative Assistant and Brian Johnson, 
Knowledge, Practice and Coverage @PC) Survey Consultant. 

The evaluation took place in the city of Cuenca, Ecuador, from July 23 to August 1, 1996. Site 
visits were made to 8 project communities, representing seven Health Sub-Centers, and two 
provinces where the project is being implemented. The evaluation took place during the 22nd 
month of project implementation. The evaluation methodology included a KPC survey, which 
provided quantitative data on mothers' knowledge and practice, and coverage information, in 
addition to qualitative data collected during the site visits. Results of the findings were 
analyzed by the evaluation team with input from Ministry of Health (MOH) representatives and 
PLAN staff. 

PLAN has developed a network of community health workers (CHWs) who provide education 
and basic health services to mothers. The CHWs receive close supervision from PLAN's four 
Nurse Coordinators and technical and administrative assistance from the Child Survival 
Coordinator, a Health Educator and an Administrative Assistant. The project assists the MOH 
in the implementation of four interventions: growth monitoring and promotion and nutrition 
(GMJP), control of diarrheal disease (CDD), pneumonia control; and an expanded program of 
immunizations (EPI) . 

Specific accomplishments of PLAN's Child Survival Project include: vaccination coverage for 
DPT3 increased from 58 % to 68 % , and coverage for OPV3 has increased by 11 % , from 50 % 
in 1994 to 61% in 1996; 52% of reported diarrhea cases are treated with oral rehydration 
therapy, an increase of 30% since 1994; 47% of mothers of children age 0-23 months 
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recognize dehydration as a danger sign for diarrhea cases, an improvement of over 30%; 60% 
of children age 0-23 months were weighed during the last four months, as compared to 22% 
two years ago; 74% of children are breastfed within 8 hours of birth, as opposed to 54% at the 
beginning of the project; 93 % of children age 0-3 months receive exclusive breastfeeding, an 
increase of 33% since 1994; 54% continue breastfeeding until two years of age, as compared 
to 25 % as reported in the baseline; and 59% of mothers of children age 0-23 months recognize 
rapid breathing as a danger sign for pneumonia, as opposed to 35% in 1994. 

Project interventions have been applicable to the needs of the project impact area and are being 
implemented according to MOH norms. The original project design was very ambitious, 
which called for the implementation of four Child Survival interventions in 147 dispersed rural 
communities. The GMIP intervention is well implemented and functioning in 111 
communities. Both the CDD and pneumonia control interventions have been implemented in a 
smaller number of communities, and need to be expanded and consolidated throughout the 
project impact area. PLAN supports the MOH EPI program, and will continue this support to 
increase vaccination coverage. 

Although coverage rates for GM/P and nutrition have surpassed project goals, the scope and 
quality of the remaining interventions needs to be strengthened. The evaluation team 
recommends the following: 1) EPI activities need to be strengthened regarding tetanus toxoid 
vaccination for women of child bearing age, and completion of the immunization schedule for 
children age 0-23 months. The problem of shortages of both supplies and vaccines should be 
addressed with participating MOH Health Areas. 2) Concentrate efforts to reduce the use of 
antibiotics for treatment of diarrhea cases, increase the community distribution of ORS packets 
to mothers, and strengthen education to mothers regarding correct home management during 
diarrhea episodes. 3) Emphasize prompt referral of pneumonia cases by mothers and CHWs, 
use of community based services by mothers, reinforce education regarding recognition of 
danger signs to families and all levels of health workers, and training for MOH staff on correct 
treatment procedures. 4) Continue to support community weighing meetings with the 
provision of supplies, supervision and attendance of MOH personnel. Emphasize actions to be 
taken by mothers and CHWs for children who do not gain weight and prompt referral. (5) 
Develop a health information system for day to day decision making. At the current stage of 
the project one has not been put into operation. 

The main problem the project is facing at this juncture is the attempt to be in too many 
communities at the same time. During the second half of this project, efforts should be 
directed toward developing Child Survival interventions in four phases: 1) intensive 
intervention; 2) follow-up and maintenance activities; and 3)increasing involvement of the 
MOH in implementation, supervision and decision making; and 4) community empowerment. 
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To ensure coverage of the four Child Survival interventions and the implementation of 
management systems throughout the project impact area, it is recommended that communities 
be systematically targeted to participate in the four phase implementation strategy mentioned 
above. During the entire process the MOH should be increasingly involved with the vision of 
eventually transferring key project responsibilities to the Health Sub-Centers. In addition it is 
recommended that three-month action plans be developed and strictly adhered to, which will 
enhance the effective use of both human and material resources. 
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2 
INTRODUCTION 

2.1 Background 

PLAN Caiiar, located in southern Ecuador, has been active in the provinces of Caiiar and 
Amay since 1986. The original Field Office was located in the town of Azogues, but has 
since been moved to the city of Cuenca. The Cuenca office has combined the former field 
offices of Caiiar and Loja into a new office titled PLAN Austro. Therefore, the implementing 
institution of the Child Survival Project will be referred to as PLAN Austro in this document, 
rather than PLAN Caiiar. 

PLAN's initial focus was directed toward infrastructure projects including: housing; building 
and remodeling of schools, health posts and community centers; water and sanitation; .access 
roads; and electricity. In 1992, PLAN underwent a philosophical change which called for 
increased involvement of communities in project planning, administration and evaluation. As 
a result of these changes, PLAN's program shifted from a direct assistance approach to one 
based on community participation and responsibility for development activities. This new 
approach emphasizes quality at all levels through creating unity of purpose, a participative 
management culture and continuous improvement through education and training. 
PLANIAustro fosters empowerment through shared decision making and responsibility at both 
the Field Office and community level. 

PLAN SARO (South American Regional Office), launched a Regional Health Strategy in 
October 1995 to provide guidelines for Field Offices on the design, implementation, 
monitoring and evaluation of health programs. PLAN's regional vision is: Children growing 
up healthy emotionally, physically, socially and mentally in a family and community 
environment. PLAN's mandate is to support the target population, especially children and 
women of childbearing age, in the implementation of community based primary health care 
programs. PLAN will seek the integration of public, private and community resources .' 
PLAN's goal in the health sector is to provide Child Survival programs worldwide that are 
consistent with UNICEF GOBI standards and comprehensive primary health care services. 
Elements include growth-monitoring, oral rehydration therapy, breastfeeding, and 
immunization coverage. The "Growing Up Healthy" domain, as articulated by PLAN SARO, 
seeks to ensure the survival, protection and healthy development of children, and reproductive 
health for adolescents and adults, especially women of childbearing age. 

' Regional Strategy for Health Programs, PLAN International Regional Office, October 1995. 
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PLAN Austro selected an evaluation team with experience in USAID funded Child Survival 
projects in Central and South America. The team leader was Lynn Johnson, a public health 
consultant currently residing in Bolivia. The evaluation team was comprised of three MOH 
representatives, one representative from the Rural Social Security Office, and the PLAN Child 
Survival Project staff. The PLAN staff consisted of the project Coordinator, four Nurse 
Coordinators, and the Education Specialist. In addition to the above, the initial planning 
session was attended by Luis Tam, the PLAN Regional Health Coordinator. Both the field 
visits and analysis sessions were enhanced by the presence of Joseph Valadez, the Health 
Program Coordinator for PLAN International Headquarters. (See ANNEX A for a list of the 
evaluation team members .) 

Beginning in October 1994, PLAN was awarded a three-year Child Survival grant (CS-X) with 
a total estimated budget of $409,698. Field costs account for 85% of the total. 75% of the 
budget is provided by USAID and the remainder is provided by PLAN. 

A baseline survey was carried out in September 1994, however, the results have since been 
revised due to errors in the first analysis, which were detected after the data set had already 
been processed, and the final baseline survey report written. Therefore the baseline data 
presented in this document differ from that found in the DIP. (See ANNEX F for a list of 
indicators with the revised data.) 

The present Mid-Term Evaluation (MTE) takes place during the 22nd month of project 
implementation. The purpose of the evaluation is to review current progress and constraints of 
the implementation strategy and to identify possible modifications in project design in order to 
enhance the effectiveness and potential sustainability of the project interventions. 

2.2 Project Description 

The Child Survival Project is located in the rural areas of the Ecuadorian Andes, in the 
provinces of Azuay and Caiiar. The project target area encompasses 147 communities located 
in the cantons of Azogues, Biblihn, Caiiar, El Tambo, Paute and Sigsig. The principal 
economic activities are farming and craftsmanship, both subject to fluctuating markets and 
commercialization through intermediaries, resulting in inadequate income and increasing rates 
of rural-urban migration. In addition to economic constraints, these rural communities lack 
adequate infrastructure: 28% lack electricity, 70% have no sewage systems, and only 40% of 
the communities have access to potable water systems. (Ecuadorian National Census 1992). 

The target area population is mestizo from SpanishIQuichua origin. Most are Spanish speaking 
or bi-lingual. According to a study undertaken by PLAN in 1990, 31.5% of mothers are 
illiterate. The project site was selected due to the high levels of infant mortality (53 per 1,000 
live births) in the sierra region of Ecuador, and the ineffectiveness of Ministry of Health 
services to reach the most needy groups. 

PL.AN/Austro Mid- Term Evaluation, July 1996 5 



PLAN has identified a target population consisting of 27,500 direct beneficiaries: children 0-1 1 
months = 1,850; 12-23 months = 1,788; 24-59 months = 5,364; and women 15-44 years = 
14,798, new births = 3,700 (Ecuadorian National Census 1992). 

The project design seeks to strengthen local health systems, with emphasis on community 
participation in health decision making. Project efforts are focused primarily on three 
interventions: control of diarrheal disease, pneumonia control, and growth monitoring and 
nutrition. The project supports the expanded program of immunizations sponsored by the 
MOH, by providing supplies, transport and equipment. 

The project design includes four complementary strategies to achieve Child Survival 
objectives: 1) strengthening the capacity of the MOH to provide effective services using 
additional resources and enhanced management systems; 2) community outreach through a 
cadre of trained community health workers; 3) development of the communities' technical and 
managerial capacity to analyze data, and to plan, implement and evaluate activities; 4) 
development of programmatic links between MOH facilities and communities to foster joint 
responsibility for Child Survival activities. 

Local communities play an active role in the provision of basic preventive and curative 
services, through the selection of CHWs, who in turn offer education and first-line services in 
the four interventions: CDD, pneumonia control and GM/P. Each community has a community 
health post which provides oral rehydration therapy (ORT), first aid, and provision of select 
essential medicines at cost. Community representatives participate in meetings at the MOH 
Sub-center, where Child Survival activities are jointly planned, implemented and evaluated. 

The project design calls for close coordination with the MOH to develop standardized systems 
for supervision, training, referral and logistics. The CS Project staff works directly with 
MOH Sub-centers and communities to provide technical and managerial support. PLAN also 
provides equipment and supplies to improve the quality of health services at the Health Area 
and Sub-center levels. 

2.3 Evaluation Methodology 

The evaluation responds to the USAID " 1996 Mid Term Evaluation Guidelines" (ANNEX B). 
Based on these requirements, the evaluation team prepared an evaluation schedule and data 

collection forms (ANNEX C ) .  

A Knowledge, Practice and Coverage (KPC) Survey was carried out in July 1996, which 
provided the evaluation team with quantitative data. (See ANNEX G for the KPC Survey 
Report.) Qualitative information was provided through focus group discussions and structured 
interviews. Instruments developed for the collection and analysis of data are included in 
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ANNEX C. The majority of these were used during the visits to project communities and 
referral health facilities. Field visits and observations were made to 8 communities, and 7 
MOH Health Sub-centers in the two provinces where the project is implemented. The 
communities were selected at random by the evaluator. 

Two teams were formed to conduct the community visits. Structured interviews were held 
with community leaders (FORM I), health volunteers (FORM 2), MOH hospitals and Sub- 
centers (FORMS 3A,3B), and mothers (FORM 4). The teams interviewed a total of 20 
CHWs, 20 community leaders, 20 MOH staff, and 144 mothers. Individual interviews were 
held with MOH staff, and group interviews with CHWs and mothers. (See ANNEX D for the 
list of contacts.) 

The evaluation team held structured meetings to study implementation, management and 
sustainability issues (FORMS 5-6). Finally a meeting was held to summarize the results and 
conclusions and to document key recommendations (FORM 7). A plan of action was prepared 
to address the activities required to fulfill the project objectives over the next 14 months. A list 
of documents reviewed is provided in ANNEX E. 
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3 
PROJECT INTERVENTIONS 

3.1 IMMUNIZATIONS (EPI) 

Problem Statement 

According to Ecuador's Demographic and Health Survey (ENDEMAIN 1989), the proportion 
of childhood deaths due to vaccine-preventable diseases appears relatively low, especially when 
compared with deaths associated with maternal health, acute respiratory infections and 
diarrheal disease (as stated in the original proposal). The latter two account for 65.2% of the 
deaths for infants age 1-1 1 months, and 58% for children age 1-4 years. The Ecuadorian 
National Census (INEC 1990) reports maternal mortality at 175 per 100,000 live births for the 
provinces of Caiiar and Azuay. 

PLAN'S baseline survey (1994) reported 53% of children age 12-23 months vaccinated with 
the DPT3 antigen, 50.4% received OPV3, 55.9% received the measles vaccine and 58.4% 
received the BCG. The drop-out rates for DPT3-DPT1 and OPV3-OPV1 were 11.2% and 
13.7 % respectively. Vaccination cards were presented for 62.7 % of children surveyed. 
Baseline data were not collected regarding tetanus toxoid immunizations. PLAN staff 
mentioned the following reasons for low coverage rates among children: lack of knowledge 
regarding childhood illnesses and vaccinations, and lack of interest regarding the completion of 
the schedule. (DIP 1995) 

Proposed Obiectives and Strategy 

The Detailed Implementation Plan (DIP) established objectives in terms of coverage targets for 
children 12-23 months with the completed series of vaccinations, (i.e., BCG, DPT3, OPV3 
and measles). In addition, projected coverage of women age 15-49 years was based on at least 
2 doses of tetanus toxoid. The project's vaccination objectives are as follows: 

1. 60% of children age 12-23 months will receive the complete vaccination schedule 
(BCG, DPT3, OPV3 and Measles). 

2. 40% of mothers age 15 to 49 years will receive at least 2 doses of tetanus toxoid. 

This intervention is sponsored by PLAN funds. The emphasis will be to support the MOH's 
expanded immunization program. PLAN will assist the MOH to develop improved 
management systems (e.g., information, training, logistics). Immunizations will be giveri at 
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fixed locations and during four annual campaigns. PLAN will assist the MOH with cold chain 
equipment, transportation during campaigns, and supplies (mainly syringes). PLAN supports 
the training program offered by the MOH for their expanded program of immunizations. In 
addition, CHWs will educate mothers regarding the importance of timely vaccination. 
Findings 

The following chart shows comparisons between the 1994 and 1996 KPC Surveys for children 
age 12-23 months and women age 15-49 years. (See ANNEX F for a summary of the KPC 
survey results, and ANNEX G for the full report.) 

Children Age 12-23 Months 

COMPLETE I N/A I 53.5 

INDICATOR 

DPT 1 

DPT3 

OPVl 

OPV3 

MEASLES 

11 HAVE VACCINATION CARD I 62.7 I 74.8 11 

Women Age 15-49 Years 
II I 1 

BASELINE 1994 

59.7 

53.0 

58.4 

50.4 

55.9 

KPC JULY 1996 

68.3 

61.9 

68.3 

61.2 

55.4 

Achievements: 

INDICATOR 

1) Data collected during the 1996 KPC Survey, show a trend toward increasing coverage for 
DPT1-3 and OPV1-3, and a decrease in the dropout rate, although all measures (with the 
exception of OPV3) are within the 10% confidence interval (which suggest no statistically 
significant change). 

2) The number of mothers with vaccination cards for their children increased from 62.7% to 
74.8%. 
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3) Interviews with community health volunteers indicate that approximately 70% showed 
accurate knowledge regarding the key EPI messages, and could correctly repeat the 
vaccination schedule. 

Concerns : 

1) Coverage for Measles remains the same, and only 53.5% of children age 12-23 months 
have received the complete vaccination schedule. 

2) The percentage of mothers immunized with at least one dose of TT is low (4.5%). During 
the KPC Survey many women claimed to have received the vaccine (49%), however, only 
4.5% could show their maternal health card. One reason for the low coverage, according 
to the MOH, is poor registration and reporting procedures, and a lack of vaccines, supplies 
and maternal health cards at MOH Sub-Centers. 

3) Information gleaned from the interviews also,indicated that tracking of drop-outs and no- 
shows is not practiced on a regular basis by CHWs. Many CHWs were not clear regarding 
their responsibilities regarding follow-up through home visits. 

Discussion and Conclusions 

Effectiveness 

This is a minor intervention, since PLAN'S role is to promote vaccination coverage, while the 
MOH is responsible for service delivery. PLAN has provided the supplies and logistical 
support to the MOH, however, the expected results have not been forthcoming. Childhood 
vaccination rates have not improved significantly during the life of the project, as regards the 
percentage of children who have received all 4 antigens. However, the fact that DPT coverage 
has increased by almost lo%,  shows that project activities are starting to demonstrate results. 
One reason for the low coverage rates is that only 74.8% of children age 12-23 months 
presented vaccination cards during the KPC survey. Interviews with MOH staff indicate that 
there have been shortages of vaccines and periodic shortages of gasoline for transport to the 
communities. Due to the shortage of vaccines, MOH fixed immunization sites only offer 
vaccines one day a week. If a mother does not visit the Health Sub-center on that day, her 
child cannot be vaccinated. 

According to WHO norms, data from vaccination cards are used to assess coverage, as 
opposed to verbal reports. Based on the data provided by cards, the MOH has not been 
effective in increasing TT coverage. Problems include a lack of maternal health cards and 
their utilization, plus a lack of vaccination supplies. Since the CS Project strategy is to support 
the MOH, not implement this intervention, suggestions will be made in the recommendations 
section below, to improve documentation and coverage rates. 
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Relevance 

If the regular EPI activities of the MOH and the educational and tracking activities of CHWs 
are maintained and strengthened, these disease rates will likely remain under control, with 
continued support from PLAN and the MOH. Interviews with mothers and community leaders 
indicate that childhood vaccinations are valued by families, however, no one mentioned the 
importance of TT vaccination for women. Educational efforts can increase the demand for 
immunization services, which will enhance the continued prevention of vaccine preventable 
illnesses. 

Recommendations 

* Since the project has already reached a complete vaccination coverage of 53.5 % , the project 
goal of 60% complete immunization coverage for children age 12-23 months should be 
increased to 70%. Since DPT3 coverage is already at 61.9%, this goal should be feasible if 
education and logistical support is strengthened during the next year. 

* The project's strategy to support the MOH through education, promotion, tracking 
activities, transport and vaccination supplies, needs to be strengthened as follows: 

* Include specific training about vaccinations for CHWs, and clarify their role as 
regards follow-up of no-shows and drop-outs. Vaccination cards are kept at the 
community health post and CHWs could identify children due for vaccinations. 

* PLAN should continue to work closely with the MOH to provide the needed 
assistance to ensure greater vaccination coverage. Bi-monthly community visits could 
be planned with MOH staff, so they can organize vaccination activities and take 
advantage of the PLAN vehicle. PLAN can also facilitate communication between the 
Provincial Health Departments and international organizations, which may be in a 
position to donate vaccines. 

* The project goal of 40% of women age 15-49 years with at least 2 doses of TT, is far 
from being fulfilled, given current coverage of 4.5 % . Immediate actions should be 
taken if this goal is to be reached by the end of the project. Following are some 
specific recommendations for improving TT coverage: 

* Assist the MOH with printing and provision of maternal health cards to all Sub- 
Centers in the project area, and promote their possession by mothers. 

* The CHWs should keep a register of all women in the community age 15-49 and 
target them for educational activities and follow-up. The Community Register 
developed by PLAN could be used for this purpose. 
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* PLAN and MOH staff should utilize the bi-monthly weighing session to vaccinate 
women as well as children. 

* Hold focus group discussions to determine cultural barriers to TT vaccinations, and 
based on the results, design educational methodologies. 

* Provide education and training regarding the importance of TT coverage, and use of 
the maternal health card, to MOH personnel, CHWs, and mothers. The Child-to- 
Child program should be used to promote vaccinations, and IEC messages need to be 
developed and broadcasted. 

* Educate mothers regarding the importance of TT for protection from cuts and wounds 
and the fact that the antigen protects children as well as women. 
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3.2 CONTROL OF DIARRHEAL DISEASES (CDD) 

Problem Statement 

PLAN'S baseline survey (1994) reported diarrhea prevalence in children age 0-23 months at 
42%. It is estimated that each child will have an average of 8 episodes per year. Each episode 
lasts between two and four days. 

Regarding mothers knowledge and practice, the DIP indicates that during diarrhea episodes, 
mothers give the child herbal teas, but often reduce the quantity of solid foods. It is commonly 
believed that diarrhea can be caused if a child passes by a cemetery ("ma1 viento"), if someone 
gives him/her the evil eye ("ma1 ojo"), or if heishe has been frightened. Mothers often consult 
traditional healers if the cause is thought to be one of the above. The relationship between 
sanitation and hygiene and illness has not been well understood. 

Proposed Obiectives and Strategy 

The project's objectives for diarrheal disease control are as follows: 

1. 85% of children age 0-23 months who had an episode of diarrhea without dehydration 
during the past two weeks, will receive the following treatment: 1) administration of 
available home fluids in sufficient quantity to replace body fluids lost during the episode, 
and 2) continuation of the normal diet, breastfeeding, and catch-up feeding during 
convalescence. 

2. 50% of mothers will recognize danger signs for referral of diarrhea cases, as follows: more 
than 6 liquid stools per day; repeated vomiting; signs of illness (lack of appetite, difficulty 
to awaken, convulsions); blood in the feces; fever; dehydration (intense thirst, sunken eyes, 
dry mouth). 

The MOH will administer the CDD component, with technical and logistical support from 
PLAN for strengthening referral, training, supervision, logistics and information systems. The 
project will emphasize the importance of dietary management of diarrheal illness, including the 
early initiation of fluids, preparation and administration of ORS, increased the amounts of solid 
food, liquids and breastfeeding during and after the episode. Appropriate management of 
diarrheal disease will be fostered at three levels: household, community (ORT Unit) and MOH 
services. Cases of prolonged diarrhea and dysentery will be referred to the MOH Sub-center, 
where the case will be evaluated and treated, including referral to the Area Hospital if 
warranted. 
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Findings 

The following chart shows comparison data for the CDD indicators. 

Children Age 0-23 Months 
I 

11 % of children who received ORT during the last episode of diarrhea (ORS 1 20.7 1 51.7 

INDICATOR 

11 packets or home mix) I I 
I 

BASELINE 
1994 

KPC JULY 
1996 

% of children who received antibiotics during the last episode of diarrhea 

11 % of children who received home mix during the last episode of diarrhea 2.7 10.5 
I I 

% of children who received equal or increased amounts of breast milk during 
the last episode of diarrhea 

23.3 46.5 

81.2 

% of children who received the same or increased amounts of food during the 
last episode of diarrhea 

% of mother with children age 0-23 months who could state the following 
danger signs for diarrhea: 
* Dehydration 
* Vomiting 
* Loss of appetite 
* Blood in feces 

79.2 

% of children age 0-23 months with diarrhea, who were referred to: 
* Health personnel (physician, nurse, auxiliary nurse) 
* CHW 
* Friends or family members 
* Traditional healer 
* Pharmacy 

1) The 1996 KPC Survey shows a 31% increase for children age 0-23 months who receive 
ORT during cases of diarrhea. 

2) The percentage of mothers who recognize dehydration as a danger sign has increased by 
37.2%. 

3) All the CHWs interviewed could explain how to prepare and administer ORS. They were 
able to recite the danger signs for diarrhea, state key educational messages for mothers, and 
indicate correct referral procedures. Interviews with mothers indicated that 86% have used 
ORS packets which they obtained from the following sources: community health post, 
MOH Sub-center, Rural Social Security, pharmacy. 

51.9 

69.2 
14.5 
20.9 
6.4 
3.2 
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4) The CHWs indicated that they all received supervision from the PLAN Nurse Coordinator 
who visits the volunteer approximately every 2 months. In addition, 63% of the CHWs had 
received supervision visits from MOH personnel. The CHWs said that they received 
training during the visits, and felt the visits were beneficial. 

5) All of the mothers (144) who were interviewed stated that a CHW lived in their community, 
and 75 % had been visited by the CHW. 

6) Regarding mothers knowledge of the work of the CHW, the following activities were 
observed: see and weigh children, provide first aid, give ORS packets, give injections and 
vaccinations. Over half of the mothers (52%) had participated in educational sessions on 
diarrheal disease and a third (31 %) indicated learning how to prepare ORS. The mothers 
reported that their training was provided by the MOH, PLAN and/or the CHW. 

Concerns: 

1) Only two of the 144 mothers had ORS packets in the home. When CHWs were questioned 
regarding distribution of the packets, they had distributed an average of 9 packets each 
during the past 6 months. Therefore, although ORS is now being widely used, the most 
accessible source for it is under utilized. 

2) CHWs did not mention receiving assistance regarding procedures for home visits or use of 
the information system. 

Discussion and Conclusions 

Effectiveness 

Data from the KPC Survey indicate that targeted high risk groups are being reached 
effectively, as the use of ORS has increased since baseline data were gathered in 1994. The 
strategies implemented by the project are beginning to show results regarding ORT use by 
mothers. Results of the KPC Survey indicate that 51.7% of diarrhea cases which occurred 
within the last two weeks received ORT, a 30% increase since 1994. However, the percentage 
of mothers who administered antibiotics for diarrhea episodes has increased from 23.3 % to 
46.5%, indicating that the project needs to address this issue. 

KPC Survey results indicate that educational strategies have been effective, as a majority of 
children (71.1 %) age 0-23 months now receive the same or increased amounts of liquid during 
diarrhea episodes. However, the number of children who receive the same or additional 
breastfeeding has not increased significantly. Only 36% of children receive increased amounts 
of food, the remainder stating that they give less or no food during the diarrhea episode. 
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The major causes of illness and death due to dehydration in the project service area include: 
lack of potable water, poor or non-existent sewage systems, lack of hygiene in and around the 
home, and inadequate management of diarrhea cases by mothers. CDD activities emphasize 
education of mothers regarding proper home management of diarrhea and training of CHWs to 
provide adequate diagnosis, treatment and referral procedures, both of which have proven 
effective in diarrheal disease control at the community level. 

Recommendations 

* Training of CHWs and mothers in ORT and the distribution system for ORS packets at the 
community level needs to be expanded throughout the project area. 

* A referral form for diarrhea cases is currently being tested in several communities. If it 
proves to be effective, the use of the form should be expanded to all project communities. 

* Promote the use of the community health .post by increasing contact with mothers. For 
example, CHWs could provide each mother with 2 ORS packets, and follow-up on their use 
during home visits. Refresher training on ORS preparation could be provided to mothers 
prior to receiving the packets. Mothers need to be encouraged to obtain ORS packets at the 
community health post. Currently they are going to health centers. 

Education for health personnel, CHWs and mothers should emphasize that antibiotics 
should not be used to treat diarrhea, except for cases of cholera or dysentery. 

The percentage of mothers who can recognize the following danger signs is close to the DIP 
goal of 50%: dehydration (47%), prolonged diarrhea (55%) and lack of appetite (40%). 
The project should raise the goal for recognition of these symptoms to 60%, and strengthen 
educational efforts to increase knowledge of the other symptoms: vomiting, bloody stools 
and fever. 

A focus group of mothers in communities should be carried out to identify why they obtain 
ORS from health centers rather than CHWs in their own community. 
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3.3 NUTRITIONAL IMPROVEMENT 

Problem Statement 

Although malnutrition does not appear as a direct cause of childhood death in the Demographic 
and Health Survey (1989), it is a common denominator in the downward spiral of infection, 
illness and death brought on by other diseases. Data from the MOH Nutritional Surveillance 
System for Area #1 (first semester 1994) indicate the following for children age 0-1 1 months 
based on weight for age (N=5,057): 73% weighed more than -2 SD but less than -1 SD; 13% 
weighed more than -3 SD but less than -2 SD; and 14% were below -3SD. The MOH does not 
have data on sex differences for malnutrition. (SD = standard deviation based on NCHS 
standards .) 

The PLAN 1994 Baseline Survey did not establish prevalence, but concentrated on knowledge 
and practices of mothers with children under two years of age. Only 25% of women with 
children under two continued to breastfeed their children until two years of age, and 54.3% 
began to breastfeed within the first eight hours after birth. Sixty percent of mothers with 
children less than four months of age reported exclusive breastfeeding. 

Regarding complementary feeding, the Baseline Survey indicates 75% of 6-9 month olds 
receive semi-solid or solid foods. During diarrhea episodes 81.2% of mothers continue as 
normal or increase breastfeeding. The most common weaning food is mashed potatoes and a 
small portion of a carbohydrate based soup. The largest portion of food is given to the father 
plus any meat (if available), while children receive smaller amounts without meat. Fruit and 
vegetables are not consumed on a regular basis. 

Regarding growth monitoring, the 1994 Baseline Survey reports that 68% of children age 0-23 
months have child health cards. However, only 22% were weighed at least once during the 
four months prior to the survey. 

Proposed Obiectives and Strategv 

Nutritional Improvement: 

1. 40 % of children age 5 to 9 months will receive complementary feeding. 

2. 65% of children under 2 years of age will have initiated breastfeeding within 8 hours of 
birth. 

3. 22% of children age 0-23 months will weigh less than -2 standard deviations according to 
NCHS standards, based on weight for age. 
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Growth Monitoring: 

1. 50% of children age 0-23 months will participate in growth monitoring every two months. 

2. 40% of children age 0-23 months who show no weight gain over a two month period will 
be referred to the MOH Sub-center for evaluation and treatment. 

The project will emphasize three strategies in support of the MOH growth monitoring and 
control program, as follows: 1) Increase the capability of MOH Area Health CenterJHospitals 
and Sub-centers to provide appropriate treatment and follow-up to undernourished children. 
2) Bimonthly growth monitoring sessions will be implemented in each community, prioritizing 
children age 0-23 months; 3) An educational program will be designed for mothers including 
classes on nutritional food preparation, use of high caloric and high protein traditional foods 
and provision of recipes; management of childhood diseases; and improved feeding and 
weaning practices. Family gardens, solar green houses and small livestock production will 
also be fostered to improve nutrition and increase family income. This strategy will be 
implemented by PLANtAustro as part of its agricultural production component. 

Findings 

Following is a summary of the results of the 1996 KPC Survey indicators for nutrition and 
growth monitoring. 

% of children age 0-3 months exclusively breastfed I 60.6 
I 93s Il 

INDICATOR 

11 % of children age 20-23 months who continue breastfeeding 25 .O 54.8 
I I Y 

Baseline 1994 

% of children age 0-23 months who initiated breastfeeding within 8 
hours after birth 

% of children age 6-9 months who are eating solid foods 

I % of children age 12-23 months who weigh less than -2 standard I N/A 1 22.0* 11 

KPC 1996 

54.3 

75.0 

% of children age 0-23 months who have been weighed during the past 
4 months 

74.3 

100.0 

% of children age 0-23 months who have a growth card 

* Data from growth monitoring survey for children registered in red on the growth chart. 
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Achievements: 

1) The nutrition and growth monitoring intervention was the first to be implemented by the 
project and therefore shows significant results for all the indicators. Interviews with 
CHWs indicate that all of them know the correct nutrition messages to give to mothers, 
including information regarding breastfeeding, nutritious food combinations, and use of 
the growth chart. Seventy percent of CHWs interviewed could state the correct actions for 
a child who does not gain weight, and the appropriate advice for mothers. Community 
leaders mentioned malnutrition as a local health problem, and many showed interest in 
having mothers learn new recipes. 

2) The percentage of children participating in growth monitoring has improved significantly, 
as have the rates for exclusive breastfeeding, early initiation of breastfeeding, and 
continuing breastfeeding up to two years of age. 

Discussion and Conclusions 

Effectiveness 

The results of the KPC Survey indicate that project activities have been effective in increasing 
breastfeeding and feeding practices, and coverage rates for growth monitoring sessions. Of the 
147 communities, 1 1 1 are implementing bi-montlhy growth monitoring. The MOH is involved 
in this activity, and often sends a physician or a nurse to supervise the session, provide 
education, and vaccinate children. Since the project staff has only four Nurse Coordinators to 
cover all the communities, it is essential that the MOH gradually assume more responsibility 
for the bi-monthly community meetings. The entire community attends the meeting and 
considers this a major community event. This enthusiastic response provides an excellent 
opportunity for PLAN and the MOH to reinforce educational messages for families and 
leaders, as well as mothers. 

Relevance 

Growth monitoring and nutrition education are appropriate interventions, especially when 
combined with specific actions to improve nutritional status and timely referral of 
malnourished children. However, factors such as education, income, food availability, and 
community sanitation also have an impact on the degree to which project interventions can 
impact nutritional status. 
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Recommendations 

* The project has surpassed its goals regarding the percentage of children who receive 
complementary feeding and those who initiate breastfeeding within 8 hours after birth by 
20 and 30 percent respectively. Project effort should be directed toward improving 
nutritional status and increasing coverage for bi-monthly growth monitoring. 

* The objective to reduce malnutrition was added in October 1995, in response to USAID's 
recommendations in the DIP review. The objective was based on secondary data from the 
MOH. The project needs to do an anthropometric study to obtain accurate nutritional 
status baseline information. Based on the results, the objective for reducing malnutrition 
should be adjusted. 

* Brian Johnson will be returning to PLAN Austro later this month to help improve the 
information system. It is recommended that he teach the project staff how to clean the raw 
data and enter the information from the anthropometric survey on Epi-Info. This .would 
enable the staff to process their own anthropometric data in the future. During the next 
study, PLAN should collect data for different levels of malnourishment (e.g., -2 and -3 
standard deviations), to provide project managers with more data for decision making. 

* The growth monitoring goal should be changed from 50% to 80% of children age 0-23 
months who are weighed every 2 months, as the original goal has been surpassed by 10%. 

* There are no data for the number of children referred to the MOH Sub-center age 0-23 
months who show no weight gain over a two month period. The project should collect 
information on this indicator as part of its information system. 

* The project has developed supervision forms and standardized procedures to ensure the 
quality of the home visits, which have been field tested in 20 communities. Their use 
should be expanded to the remaining communities and MOH Sub-Centers. 

* A community register form has been designed and introduced in 20 communities, for the 
purpose of tracking malnourished children. The use of this register should be expanded to 
include all project communities. 

* The community map should be placed on the wall of the community health post and be 
updated on a regular basis. Each house should be numbered with the same number to be 
used on the community resister. This way it will be easy to locate the children who need 
to be visited. 
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3.4 PNEUMONIA CONTROL 

Problem Statement 

According to PLAN'S 1994 Baseline Survey, 32% of children suffered from a case of cough 
and rapid breathing during the two weeks prior to the survey. It is estimated that each child 
will have an average of 6 episodes of acute respiratory infections per year. The 1989 DHS 
study indicates that in Ecuador, respiratory diseases cause 22.5% of deaths among children age 
0-4 years. MOH statistics for the Province of Caiiar (first semester 1995) indicate that 66% of 
children under five years of age treated for respiratory infections did not have pneumonia, 24% 
had a moderate case, and 10% a severe case. 

Regarding recognition of the symptoms of pneumonia by mothers, 35% of mothers mentioned 
difficult breathing, 1.5% mentioned chest in-drawing, 18.6% mentioned fever and 17.9% lack 
of appetite. With regard to health services used by mothers, 44% visited a health professional 
and 10.6% consulted with the CHW. (Baseline Survey 1994) 

Pro~osed Obiectives and Strategy 

1. 80% of children age 0-23 months who suffered an episode of cough and/or nasal secretion, 
without rapid breathing during the past 2 weeks, will receive administration of liquids, 
continuation of feeding (including breastfeeding) and catch-up feeding. Acetaminophen 
can be administered for fever. 

2. 70% of children age 0-23 months who suffered an episode of cough with rapid breathing 
during the past two weeks, will be referred to the CHW or a health center. 

The MOH will administer the pneumonia control program with support from the project to 
strengthen existing referral, logistics, information, training and supervision systems. A cadre 
of CHWs will be trained in management of pneumonia cases, diagnosis of case severity and 
referral procedures. CHWs will provide education to mothers and community members 
regarding home management and signs for referral of pneumonia cases.. MOH staff will be 
trained regarding clinical procedures for pneumonia case management and Sub-centers will be 
equipped to provide referral treatment. Consultations and antibiotic treatment will be offered 
to all children under five years of age free of charge by MOH services. Antibiotics will be 
provided at the community level only where geographic conditions warrant it. In such cases, 
the CHWs will receive extensive training and practice in case diagnosis and administration of 
antibiotics. 

The USAID Technical Review of the DIP recommended not using limited project resources 
and effort to focus on continued liquid and feeding for upper respiratory infections (see 
objective #I ,  above). The reviewers suggest that prompt parental recognition of danger signs 
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of pneumonia and prompt care seeking from health professionals who offer quality standard 
case management is much more important to Child Survival. Reviewers were also concerned 
with the administration of IV fluids to pneumonia patients, which should be avoided when a 
child is not in shock so as to prevent pulmonary edema. A final concern of the USAID 
Technical Review is how CHWs will educate parents about pneumonia. 

Findings 

Following is a summary of the results of the 1996 KPC Survey indicators for pneumonia 
control. 

II INDICATOR I Baseline 1994 
I 

% of children age 0-23 months with cough and rapid breathing who were 
referred to: 
* Health personnel (physician, registered nurse or auxiliary nurse) 
* CHW 

% of mothers of children age 0-23 months, who can state the danger signs 
for children with cough: 
* Rapid breathing 
* Chest in-drawing 
* Drowsiness 
* Lack of appetite 

KPC 1996 

Achievements : 

1) Results of the 1996 KPC Survey indicate that 59% of mothers recognize rapid breathing as 
a danger sign, an increase of 24% since 1994. 

2) Rates for recognition of danger signs have improved overall since baseline data were 
collected in 1994. 

3) The percentage of mothers who seek treatment from health professionals has also 
improved significantly. 

4) The project has trained 45 health personnel in pneumonia control (96 hours), and 26 
individuals participated in another 96 hour training sponsored by PLAN, the MOH, 
PAHO, and the Proyecto Belga-Ecuatoriano (APS). (See Training Summary in ANNEX 
H) 

Concerns: 

1) Regarding recognition of danger signs, only 2% of mothers recognize chest in-drawing as 
a danger sign for severe pneumonia. 

2) Interviews with CHWs showed that approximately half did not mention chest in-drawing 
as a danger sign, nor did they know what advice to give to mothers. They did not mention 
the importance of prompt referral of cases. One of the reasons for the difficulty of 
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recognizing chest in-drawing is that mothers do not want to undress the child due to the 
cold weather, so the chest is not readily visible. 

3) Meetings with MOH personnel indicated that many do not have updated pneumonia 
control procedures manuals. Standard case management posters were not visible in any of 
the health centers visited during the evaluation. Some MOH staff interviewed were not 
aware of all the danger signs nor were they able to explain the correct treatment 
procedures. 

Discussion and Conclusions 

Effectiveness 

Initial project activities have been effective in increasing the number of children with cough 
and rapid breathing referred to health personnel. More mothers are aware of three danger 
signs: rapid breathing, drowsiness and lack of appetite, indicating that educational activities are 
bearing fruit. However, CHWs and MOH staff need additional training if they are to provide 
the quality of care required to make this intervention more effective. PAHO is carrying out 
such training in the project area which should eventually involve all or most MOH staff. 

Relevance 

Although education activities have been effective in raising levels of knowledge regarding the 
danger signs for pneumonia, knowledge alone is not sufficient to change mothers' behavior. 
Even though mothers seek treatment for cases of probable pneumonia, there are cases which 
arrive at health facilities too late to save the child's life. The MOH indicates that pneumonia 
continues to be a serious health problem in the project impact area, mainly due to late 
referrals. 

Even though more parents recognize cough and rapid breathing as danger signs and take their 
child to a health professional, we do not know how many make a correct assessment of the 
child's condition and refer, and how many do not. If a child becomes sick at night or on 
weekends, the only options are the Area Health Center or Provincial Hospital. Transport is 
difficult at night, limiting access to treatment centers. No community based treatment 
programs are operative, as only trained health personnel are authorized to administer 
antibiotics. 

Recommendations 

* The following strategies, which the project is implementing in 20 communities, should be 
expanded to all the project communities: 
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1)CHWs will work under the supervision of the Sub-Center and report back regarding 
cases seen and referred, and educational activities undertaken. 

2)CHWs will be supervised monthly during the health committee meeting at the MOH 
Sub-Center. Community visits will be scheduled for those with specific needs or 
difficulties. 

* The project should expand education of CHWs and mothers regarding early diagnosis and 
referral of potential pneumonia cases to all project communities. Diverse communication 
media should be used and educational methods explored by the project for use with both 
the mothers and CHWs including: radio, participatory learning techniques, and 
demonstrations (for example: lung functioning using a balloon). 

* Training events should be expanded to include all MOH personnel. As PAHO is already 
providing training in pneumonia control in the project area, training activities could be 
coordinated jointly. It is important that MOH personnel have access to current procedures 
manuals, and copies should be kept at each Sub-Center. 

* Pilot the use of antibiotics at remote community health posts, with the permission of the 
MOH. Children could be given an initial dose until they can be transferred to a referral 
center. Some MOH staff indicated a willingness to experiment with CHW treatment in 
remote areas if competent CHWs are identified. Since transport and distance are problems 
in some communities, it would be helpful for the community to have an evacuation plan 
for severe cases. 
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4 
IMPLEMENTATION ISSUES 

4.1 Community Education and Social Promotion 

The primary focus of PLAN's Child Survival activities is health education and promotion. 
Training of MOH personnel and CHWs is geared to improving the quality of services provided 
to mothers. Services directly promoted by the CS project are those offered at the community 
level, including bi-monthly weighing sessions, distribution of ORS packets, assistance with 
vaccination campaigns, and identification and referral of children with pneumonia, dehydration 
or malnutrition. 

Educational activities carried out by the project include: broadcasting of health messages on 
local radio stations; short courses for CHWs on project interventions and management systems; 
meetings of CHWs with the community and mothers; meetings at the MOH Sub-center to 

analyze health data and make decisions; classes for school children on CS topics; home visits; 
and use of informational flyers and/or posters which are given to each family. School children 
are now beginning to promote Child Survival messages through PLAN's Child-to-Child 
program. A coordinator for this program was recently hired. Training has commenced in five 
schools to a total of 533 children. As this activity is just beginning, we are encouraged by the 
possible impact it may have. 

The project has developed educational materials and also uses materials developed by the 
MOH, UNICEF and PAHO. The materials developed by PLAN include: puppets for use by 
CHWs, a training video for CHWs; baseline survey results presented visually; key messages 
for mothers and families for use during community meetings and home visits; nutritional 
education sheets; child health cards; posters about the rights of the child; and posters and 
puzzles for health empowerment. Each CHW is given the book "Where There 1s No Doctor" 
and a manual prepared by PLAN titled "Guide for Our Health". PLAN has developed a 
system for reporting growth monitoring results back to the community using a flag with green, 
pink, and red colors to indicate the child's place on the growth chart. Each child is 
represented by a doll with a happy or sad face, according to the results of the weighing 
session. This visual aid helps parents monitor their child's growth, and provides a format for 
group discussions regarding necessary corrective actions. 

In cases where PLAN developed the content of educational materials, the messages were tested 
and refined using focus groups and interviews. Educational messages are geared for the 
audience which will receive them, taking into consideration language and customs. PLAN 
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then field tests the materials and makes the necessary corrections before a final printing is 
done. The project assures that messages are consistent by working with the same protocol 
recommended by the MOH for each intervention. The CS project has developed users guides 
for each of the educational materials and check-lists for supervision of educational activities. 
PLAN staff, MOH personnel and CHWs are trained in the use of the educational materials 
prior to their use in the communities. 

Educational materials developed by the MOH, UNICEF and PAHO have been re-printed and 
distributed including videos, flyers, and flip charts. These materials have already been tested 
and are appropriate for the level of the audience. 

Participative methodologies are used in group training activities for MOH and PLAN staff and 
for training CHWs. Educational sessions with mothers are based on learning tasks which the 
mother can perform, such as weighing her child and preparing new recipes of nutritional 
foods. The project measures the level of learning through observation during community 
meetings, KPC surveys, and focus group discussions. To evaluate mothers' knowledge, 
PLAN has developed a "box of surprises" which consists of questions on papers placed in a 
box. Each participant chooses a paper and then answers the question. Once a participant can 
perform a task or answer questions correctly, she is encouraged to teach other mothers what 
she has learned. 

4.2 Human Resources 

Seven professional staff are working with the project including: PLAN CS Coordinator, 
Administrative Assistant, four Nurse Coordinators, and a health educator. In addition 268 
CHWs dedicate one to two days a week to project activities. Due to the distance between 
project sites and the dispersion of rural communities, it is not possible for the four Nurse 
Coordinators to cover all 147 communities. The project is currently active in 111 
communities, but plans to expand to the remainder during the coming year. Before PLAN can 
consider expansion, a realistic activity schedule should be developed to assess the number of 
communities the staff can cover and still do a good job. The project staff have prepared an 
action plan based on how many visits each community needs per month in order to effectively 
implement the interventions. (See ANNEX J for the four phase implementation strategy, and 
ANNEX K for 60 day action points.) 

Due to the above, the number of individuals has been insufficient to implement all four 
intervention in the 147 target communities. The CS Coordinator has had to dedicate a large 
portion of his time to inter-institutional coordination, development of community based 
strategies, and the design of forms and guides for CHWs, leaving little time for overall project 
management. 
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The CHWs are responsible for visiting each family in their community every two months, or 
when a child has not gained weight, is ill, needs a vaccine or has missed a GM/P session. Each 
CHW is responsible for approximately 22 families. Duties of the CHW include: manage a 
community information system, monitor vaccination coverage, distribute ORS packets, provide 
education to the mother and her family, and refer cases of severe diarrhea and pneumonia to 
the MOH Sub-Center. The main responsibilities of the CHW are: bi-monthly weighing 
sessions, home visits, and community education. The workload is not too heavy if the CHW 
does not work outside the home. CHW drop out rates were high (24%) last October as 
indicated in the Annual Report. Reasons for high drop-out are migration, marriage, and the 
need for some women to work outside the community. PLAN trains three CHWs in each 
community to ensure the continuity of project activities. The best CHWs in each Sub-Center 
area are chosen to be Child Survival Facilitators. The CS Facilitator is responsible for visiting 
other CHWs and providing supervision and support. The best CS Facilitators are chosen, in 
turn, to serve as CS Tutor/Supervisors. Two Tutor/Supervisors will be working with the 
project to provide additional coverage to communities under the new four-phase strategy. 

PLAN staff have received training in each of the project interventions. Additional topics 
include: management information systems, community census procedures, participative 
education methodologies, KPC surveys, and focus groups. MOH staff have been trained in the 
project interventions and have received some training in participative learning, motivation and 
organization, and quality control. CHW training has concentrated on basic messages for each 
of the interventions. Traditional healers and leaders have received training in health 
empowerment. (See training chart in ANNEX H.) The training methodology and duration for 
CDD and GM/P has been appropriate for each type of worker. The project has recently begun 
training for pneumonia control in conjunction with PAHO and the Belgian-Ecuadorian Project. 

4.3 Supplies and Material Resources 

Supplies for the interventions implemented by CHWs include ORS packets, basic medicines 
and first aid equipment, stoves and measuring cups for preparation of ORT, training materials 
and forms for the information system. All forms are provided to the CHW by PLAN staff. 
All of the CHWs visited had adequate stocks of ORS packets. The ORS packets are given to 
mothers who seek assistance from the CHW for diarrhea cases. The supplies provided to 
CHWs are appropriate for their assigned duties. 

4.4 Quality Assurance 

The project has identified the specific knowledge and skills essential for mothers, CHWs and 
MOH staff for the four interventions. Guides have been developed for weighing procedures, 
use of educational materials, necessary supplies, referral practices, supervision, home visits 
and the bi-monthly meeting at the MOH Sub-Center. 
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Evaluation of knowledge and practice of mothers was measured in the recent KPC Survey, 
showing a marked improvement in nutrition indicators, and some improvement in CDD and 
pneumonia control, since baseline data were collected in 1994. (See ANNEX G for 
comparative results.) Interviews with CHWs and MOH personnel indicated adequate 
knowledge regarding key health messages for both CDD and GM/P; and inadequate knowledge 
of pneumonia Standard Case Management. 

4.5 Supervision and Monitoring 

Supervision of CHWs is carried out during bi-monthly weighing meetings. Check-lists have 
been developed for the community weighing session, home visits, and supplies at the 
community health post. These lists are being tested in 20 project communities. PLAN Nurse 
Coordinators fill out the forms during their visit, and these are discussed at the MOH Sub- 
Center meeting. A supervision system for the CS project staff is not yet in place, therefore, 
performance cannot be evaluated nor corrective actions taken to enhance the efficiency of the 
project's human resources. 

4.6 Referral Relationships 

Referral sites include 18 MOH Sub-Centers for primary care, and 2 Area Health Centers and 4 
Hospitals for higher levels of attention. The quality of services is good at all the referral 
centers, however, CS team access is a problem because Sub-Centers are closed at night and on 
weekends. In addition, many rural communities are quite far from hospitals which offer 24 
hour service. 

The project has done much to improve the relationship between communities and referral 
centers. CHWs help the Sub-Center during vaccination campaigns and community meetings. 
They also assist with certain activities at the Sub-Center itself. The bi-monthly meeting of 
CHWs and MOH staff at each Sub-Center has improved communication and mutual give-and- 
take between the MOH and community representatives. The CHWs use a uniform and an 
identification card, which help Health Center and Hospital staff to recognize them, thus 
establishing a basis for communication between the two. 

The referral and counter referral system is not functioning perfectly between MOH Sub- 
Centers and Area Health Centers. However, CS Team the MOH is working to improve this, 
and is using a form to improve counter referrals. The Sub-Centers have been receptive to 
receiving referrals from CHWs, and PLAN has developed a form for both referrals and 
counter referrals which is being used by several Sub-Centers. 
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4.7 Recommendations 

Community Health Workers 

* Although the procedure for home visits has been defined and supervision forms have been 
developed, these procedures need to be implemented in all project communities. 

* The project should continue its strategy to identify CHWs who are highly motivated and do 
excellent work, and name them as CS Facilitators or TutorlSupervisors. Specific duties and 
incentives for these individuals need to be determined, and they will require additional 
training and supervision if they are to be effective. 

Training 

* Training is a major key to meeting project goals, particularly with the mandate to transfer 
responsibilities from PLAN to MOH Sub-centers and communities for implementation of 
field activities. Training should not be limited to technical interventions but include 
managerial topics such as supervision, referral, information systems, use of data for 
decision making, and interpersonal communication. 

* Provide all staff (PLAN, MOH and CHWs) with training and technical assistance in 
methods and techniques of adult, non-formal education, and interpersonal communication 
skills. 

* Continue using participative educational techniques and apply pre and post tests to evaluate 
all training events. Improve the training in terms of content and methods, based on the 
results of the testing. Results of testing need to be documented and shared with participants. 

* In conjunction with community leadership training activities, promote the regular reporting 
of health related activities and data by the CHWs and MOH field personnel to local leaders, 
and the use of these data for analysis and informed decision-making. 

Staffing 

* The addition of a nurselmanager to the project staff would make for more efficient project 
management. This person could assist the CS Coordinator in the numerous tasks required 
in the implementation of all the interventions and management systems. 

* It is recommended that PLAN make the necessary changes in personnel during this last year 
to ensure the fulfillment of project goals. PLANlSucre has an excellent Child Survival 
project which has been functioning for the last four years without outside funding. The 
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project coordinator, Aurora Gutierrez, could help the PLANIAustro health team to organize 
their management systems and to improve community implementation strategies. PLAN 
should explore the possibility of bringing Aurora Gutierrez to Cuenca for a 3 to 6 month 
period. In addition, a nurse manager should be hired to assist with project administration 
and management. 

Supervision 

* To improve joint supervision of community based activities, PLAN can assist the MOH to 
address the following: (1) Utilize the bi-monthly meeting of CHWs at the Sub-center to 
reach consensus on the supervision strategy and use of the forms developed by PLAN, (2) 
identify problems and plan visits to CHWs in need of assistance; (3) Plan specific training 
activities for those who will do the supervision with an emphasis on leadership and motiva- 
tion; and (4) Consider some non-financial incentives as a means to motivate MOH field 
staff. 

* A supervision system for CS project staff needs to be developed. The Nurse Supervisors 
and the CS Coordinator need regular supervision and support. If a nursefmanager is hired, 
she could be responsible for the supervision of the field nurses. Dr. Joseph Valadez and 
Dr. Luis Tam could provide regular supervision to the CS Coordinator on a monthly basis 
via fax and telephone, based on the action plan developed as part of this evaluation. 
Project staff should do 3-month operational planning, based on the four phase plan 
presented in ANNEX J. 

* Performance standards need to be developed and agreed upon for each member of the CS 
team. Regular contacts should provide performance evaluation, on-the-job education, 
administrative support and counseling. Following is a sample chart which could be used to 
determine supervisory duties and the proportion of time allotted to each task. 
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Supervisor Person Supervised 

11 CHW Facilitator ! CHW 

11 ~ u r s e  Supervisor I CS Facilitators 

CS Coordinator or Nurse Supervisors I Nurse Manager 

CS Coordinator or Administrative I Nurse Manager 1 Assistant 

PLAN Office 
Manager 

PLANIHQ & Re- 
gional Health 
Program Coordi- 
nators 

* Performance standards should be developed for improving time management. Project staff 
have had difficulties prioritizing the most important duties required to meet project 
objectives. The CS team needs to keep the project objectives and strategies in mind to 
provide an overall vision of where the project wants to go. Each CS project worker should 
determine how much time needs to be allotted to each activity, using the DIP and the 3- 
month action plan as a frame of reference. It is especially important for the CS Coordinator 
to delegate tasks which do not require his direct attention, and concentrate on the overall 
management of the project. 

Supervision Tasks 

Health Team 

CS Coordinator 
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Contacts 
Per 
month 

2 

1 

8 

Perfor- 
mance 
Evaluation 

0 % 

5 % 

5% 

On-the- 
job Edu- 
cation 

45 % 

45 % 

45 % 

Admin- 
istration 

5 % 

5% - 

20 % 

Coun- 
seling 
Support 

50% 

45 % 

30 % 



5 
MANAGEMENT ISSUES 

5.1 Project Design 

Project interventions have been applicable to the needs of the project impact area and are being 
implemented according to MOH norms. The original project design was very ambitious, 
which called for the implementation of four Child Survival interventions in 147 dispersed rural 
communities. The main problem the project is facing at this juncture is the attempt to start 
interventions in too many communities at the same time. The project has changed its target 
area to include more indigenous remote communities and fewer communities close to. urban 
populations, but continues to target the same number of beneficiaries as outlined in the DIP. 

The GMIP intervention is well implemented and functioning in 111 communities. Both the 
CDD and pneumonia control interventions have been implemented in a number of 
communities, and need to be expanded and consolidated throughout the project impact area. 
PLAN supports the MOH's EPI program, and will continue this support to increase 
vaccination coverage. Management systems have been designed and procedures and forms 
have been field tested in 20 communities. 

5.2 Management and Use of Data 

The DIP indicates that each CHW is to maintain a community register to keep records of all 
children under two years of age. The information regarding the status of children in all four 
interventions should be presented to the MOH Sub-Center and to community leaders on a 
monthly basis. The Sub-Center would then consolidate the data from each community, which 
would be analyzed at the monthly health committee meeting, along with other pertinent 
information generated by the MOH. The original data should remain at each level, and also at 
the location where data are discussed and analyzed. 

The project has designed instruments for the information system, which have been field tested 
in 20 communities. The system, however, is not yet functional in the rest of the project impact 
area. Interviews with CHWs and leaders show that very little information is currently being 
used for analysis and decisions at the community level. The evaluation team found no 
systematic reporting and analysis of priority health problems by community leaders. The 
routine health information system is managed by the MOH, however, data from CHWs are not 
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yet integrated into the system. Interviews with MOH Sub-centers indicated that only a third 
participate in the health committee meeting where CHWs and MOH personnel analyze data and 
make informed health decisions. The information generated by the community needs to be 
integrated into the MOH system and actually used by the Sub-center staff. Key indicators 
need to be agreed upon by both parties to avoid the collection of data which are not used to 
make decisions and take corrective actions. Lessons learned will be documented by PLAN 
through project evaluations, and shared with other PVOs and the MOH. 

KPC surveys were conducted to obtain baseline data and information for the MTE. The results 
of the KPC surveys are shared with data collectors, project staff, counterparts and community 
members, and are being used to make programming decisions to ensure the fulfillment of 
objectives by the end of the project. 

5.3 Budget Management 

The cooperative agreement with USAID for the three-year Child Survival grant commits a total 
of $409,698 ($306,260 AID & $103,438 Match). USAID provides 75%, and PLAN has 
committed 25 %. The rate of expenditures is appropriate given the project budget: 69% of 
central funding (AID + Match Field Portion) has been utilized during approximately 60% of 
the life of the project (through 6/30/96). In order to achieve its objectives, the budget needs to 
be spent carefully. PLAN/Austro reports match spending in terms of monies used for potable 
water systems. However, the project has a yearly health budget which provides sufficient 
funding to cover all project activities not funded by USAID. Central funding is allocated to 
technical personnel, in-country travel and per/diem, consultancies, and supplies for project 
interventions. All other expenses are covered by PLAN. (See ANNEX I for the Country 
Project Pipeline Analysis.) 

PLANIAustro prepares a yearly budget for its different programs and work with foster 
children. The CS Coordinator is responsible for the preparation and management of the budget 
for the health program. 

5.4 Use of Technical Support 

The project has required and received technical assistance in the following areas: total quality 
management, control of diarrheal disease, growth monitoring and nutrition, pneumonia 
control, educational methods and techniques, Child-to-Child programs, rapid assessment 
methodologies, community empowerment, use of EPI-Info, and information systems. 
Technical support needs during the next six months include: community based information 
systems, use of EPI-Info, supervision and monitoring, strategic and operational planning, 
administration, implementation of sustainability strategies, and financial management. The 
required technical support will be provided by PLAN'S Regional and International Health 
Coordinators and through use of local consultants and/or trainers. 
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5.5 Regional and Headquarters Support 

Administrative monitoring and technical support need to be increased to provide more direct 
assistance to the CS Project Coordinator. PLAN'S Regional Health Coordinator, Dr. Luis 
Tam, visits the project every four months to provide technical backstopping. PLAN HQ has 
recently hired a Health Program Coordinator, Dr. Joseph Valadez, to oversee all grant 
supported projects. He will provide regular supervision and technical assistance to the CS 
Coordinator. 

5.6 PVOINGO Networking 

An inter-agency committee has been established in Cuenca to promote effective networking 
among all institutions working in health. The PLAN CS Coordinator has been named the head 
of this committee. The committee is formed of representatives from international donor 
agencies, PVOs, NGOs and the MOH for the purpose of sharing information and coordinating 
activities. Decisions are made that will in turn be implemented by each of the participating 
institutions. 

Interviews with representatives from the MOH and Rural Social Security show excellent 
collaboration among these agencies and PLAN. All PVOs and NGOs coordinate directly with 
the MOH. Local health systems are being developed in several MOH Health Areas, which has 
helped to strengthen inter-agency collaboration, as all health care providers work together to 
serve one geographic area. Both the World Bank (Project FASBASE) and the Belgian 
Government (Project APS) are contributing significant resources to improve decentralized 
health systems. The work of these two projects is strengthening MOH management and 
technical procedures, which in turn enhances the relationship between beneficiary communities 
and the formal health system. Other institutions which coordinate with the MOH and the CS 
project are: OR1 (Operaci6n de Rescate Infantil), INNFA (Institute Nacional de Nino y la 
Familia), CREA (UNICEF funded), and DONUM (a European organization which works with 
CHWs and community gardens). Due to the leadership provided by the MOH, efforts are not 
duplicated and each institution provides complementary services to benefit the target 
population. 

5.7 Recommendations 

Project Design 

* During the second half of the project, efforts should be directed toward developing Child 
Survival interventions in four phases: 1) intensive intervention; 2) follow-up and 
maintenance activities; and 3) increasing involvement of the MOH in implementation, 
supervision and decision making; and 4) community empowerment. 
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* The project should target beneficiary communities based on the four phases mentioned 
above with the goal of reaching a majority of communities with either intense activities, 
follow-up andlor transfer of responsibilities to the MOH. A plan developed by the project 
staff shortly after this evaluation calls for work in 130 communities with the support of 
four Nurse Coordinators and two Tutor/Supervisors. (See ANNEX J for the communities 
to be targeted through August 1997.) 

* During the past two years PLAN has laid a solid foundation of inter-institutional 
coordination and relationships with community leaders. However, more time is needed to 
develop both Child Survival interventions and support systems. PLAN should consider 
presenting a second proposal to USAID for another 3-year project cycle. It is unlikely that 
the project will be ready to transfer responsibility for project activities to the MOH and 
collaborating NGOs during the next 14 months. 

Management and Use of Data 

* PLAN could assist the MOH by consolidating community data on EPI-INFO and 
presenting a monthly report. The project collects information on the number of persons 
trained, visits and educational meetings, active volunteers, amount of supplies distributed, 
cases of diarrhea and pneumonia, referrals and counter referrals. Qualitative data can be 
collected through focus group discussions with mothers, leaders and CHWs, and then 
documented and shared with counterparts. The process indicators shown in ANNEX L 
were developed during the MTE and can serve as basis for the system. 

* In terms of long term sustainability, and not the life of the present project, the evaluation 
team offers the following recommendation: 

The MOH is planning to promote the use of a family register form which could be 
incorporated into the project to enhance the potential for sustainablity. CHWs could fill 
out the register form as part of their home visits, and information specific to the project 
could be included. Since each community operates a health post, the registers could be 
stored there and consulted by MOH and PLAN personnel when they visit the 
community. 

Budget Management 

* Basic training in financial management for the CS Coordinator and the project 
administrative assistant is needed, to improve their competence in this area. A 
computerized system should be designed to facilitate the financial monitoring of the 
project, which will facilitate financial analysis and decision making for project 
management. 
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6 
SUSTAINABILITY 

6.1 Sustainability Status 

PLAN'S goal is to develop effective interventions and foster close coordination and shared 
implementation of training, supervision and information systems with communities and health 
service providers to enhance both effectiveness and sustainability. With good strategic 
planning and wise inversion of both material and human resources PLAN can gradually 
transfer some project responsibilities for a number of communities to the MOH. PLAN will 
need to continue its work for another 2-3 years until all 147 communities can be successfully 
transferred. Even then PLAN can continue to support community health through the provision 
of technical assistance, educational materials, equipment and supplies. 

Lessons learned during several years of USAID funded Child Survival projects in Africa and 
Central America (Bossert 1990) indicate the following as important elements of a sustainable 
program: 1) effectiveness in reaching clearly defined goals; 2) coordination with local coun- 
terparts and beneficiaries and fostering their participation in the decision making process; 3) 
training of community leaders, volunteers and local health staff; and 4) the integration of Child 
Survival activities into MOH systems. 

The results of the MTE show that the project has well defined goals, however, organization 
and management of activities needs to be improved to increase both the effectiveness and 
quality of Child Survival interventions. Coordination with local counterparts has been 
excellent, however, both community leaders and MOH staff need to become more involved in 
the decision making process (e.g., analysis of health data generated by the information system 
and planning based on the results). Child Survival activities have been effective when 
implemented by PLAN staff, however, the CHW network has not been fully integrated into the 
MOH system. Income generation through the community health post provides an incentive for 
CHWs and has the potential to become self-sustaining, especially with continuing support from 
PLAN. 

To ensure the maturation of Child Survival strategies and their subsequent transfer to the 
MOH, PLAN staff prepared an implementation and sustainability strategy, which details the 
specific activities to be implemented during a four phase process, as follows: maintenance, 
intensive intervention, follow-up and transfer; and empowerment. (See ANNEX J for the 
plan, and the following section for the sustainability strategy.) 

36 
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6.2 Four Phase Sustainabilitv Str 

STRATEGY 

Support the MOH, 
CS Facilitators and 
CHWs to continue 
with programmed 
CS activities 

1) Identify all chil- 
dren under 2 and 
assess risk fac- 
tors 

2) Train mothers in 
CS interventions 

3) Fully implement 
CS interventions 

4) Implement man- 
agement sys- 
tems: informa- 
tion, supervi- 
sion, training, 
logistics 

5) Foster commu- 
nity decision 
making 

1) Delegate to the 
MOH and com- 
munities the 
management of 
project activities 

2) Support with 
planning and the 
provision of 
needed resourc- 
es 

1) Strengthen the 
development of 
Local Health 
Systems and 
empowerment at 
the community 
and Sub-Center 
level 

ACTIVITY 

1) Workshop for CS facilitators 
2) Coordination meetings with 

MOH Sub-Center staff 
3) Meetings for data analysis 

and planning with CS Facili- 
tators, CHWs and Sub-Cen- 
ter staff 

4) Supervision of CS Facilita- 
tors and CHWs 

5) Continuation of community 
based services: home visits, 
immunizations, ORS distri- 
bution, referrals, education 

1) Coordinate with MOH and 
CHWs 

2) Train CHWs and MOH in 
interventions and manage- 
ment systems 

3) Supervise CS Facilitators 
and CHWs 

4) Initiate and closely monitor 
all activities 

1) Coordination meetings with 
MOH 

2) Planned supervision to Sub- 
Centers and communities on 
an as-needed basis 

1) Coordination meetings 
2) Training in local manage- 

ment in coordination with 
FASBASE, APS, PAHO and 
the Cuenca University. 

3) Participation in the Health 
Area Technical Team and 
the Province Health Execu- 
tive Committee 

RESPONSIBLE 

1) MOH Sub- 
Center staff 

2) CS Facilitator 
3) PLAN Nurse 

Coordinators 

1) PLAN Nurse 
Coordinators 
in 30 commu- 
nities for 3 
month periods 

2) CS Facilitators 
in additional 
communities 

1) PLAN Nurse 
Coordinators 

2) MOH per- 
sonnel 

1) PLAN Nurse 
Coordinators 

2) CS Coordina- 
tor 

FREQUENCY 

Every two 
months 

Once every two 
weeks 

Monthly visits 

Every two 
months 
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6.3 Recommendations 

* The MOH is receiving significant financial and managerial support for the development of 
local health systems from FASBASE and the Belgian Government. PLAN should continue 
to support the development of these systems and participate in the implementation of cost 
recovery strategies, such as the financing of community health posts. 

* The sustainability strategy outlined in the DIP indicates that a relationship will be developed 
between community leaders and MOH Sub-Centers. In order for this to happen, leaders 
need to receive orientation regarding health issues, and the Sub-center needs to organize 
joint meetings, at least 2-3 times a year. PLAN should assist in the coordination of 
activities between Sub-Centers and leaders. 

* The DIP refers to a monthly meeting for analysis and decision making between the Sub- 
Center and CHWs, which is called a CIS (Comite Interinstitucional de Salud). During the 
evaluation some Sub-Centers were not familiar with the meeting or the terminology. CS 
staff indicate that the meeting is now called a SICOS, and should take place every two 
months. Some of the MOH staff interviewed referred to this meeting as a "Nucleo de 
Gesti6n" (management nucleus). It is recommended that the project clarify the name of the 
meeting, its frequency, participants and purpose in order to standardize the functioning of 
this committee. 
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7 
SUMMARY OF RECOMMENDATIONS 

Following is a summary of the recommendations included in preceding chapters. The 
recommendations are based on an analysis of the findings of the MTE undertaken by the 
evaluation team, PLAN staff and MOH representatives during the final debriefing sessions. 
The decentralization of the Ecuadorian Health system and the development of local health 
systems, as well as the requirements of the Child Survival interventions served as a frame of 
reference for the formulation of the recommendations. 

PLAN is striving to achieve benefits at the family and community level through a combination 
of direct health services and educational activities. .The development and sustainability of these 
activities require the provision of training and technical assistance, on-going supervision and 
logistical support, and coordination among participating organizations. 

The focus during the coming year will be on the expansion of the four project interventions, 
empowerment of communities and CHWs to plan and organize their own activities, and on the 
development of managerial skills of MOH staff to strengthen supervision, information, 
training, referral, and logistics systems to better support the network of community health 
volunteers which PLAN is in the process of developing. These activities will be developed 
according to the four phase plan, with the goal of systematically covering a majority of 
communities. 

7.1 Project Interventions 

Following is a summary of recommendations for the project interventions. Specific 
recommendations for each intervention are presented at the end of each section in Chapter 3. 

* Although coverage rates for growth monitoring and nutrition have surpassed project goals, 
the scope of the EPI, CDD and pneumonia control interventions needs to be expanded. 
Project staff should maintain GMIP activities at their current level and concentrate efforts 
on areas not fully implemented to date, as follows: 

EPI (10%) EPI activities need to be strengthened in education regarding TT 
vaccination for women of child bearing age, completion of the 
immunization schedule for children age 0-23 months. The problem of 
shortages of both supplies and vaccines should be addressed with 
participating MOH Health Areas. 
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CDD (30 %) Concentrate efforts to reduce the use of antibiotics for treatment of 
diarrhea cases, increase the distribution of ORS packets to mothers, and 
strengthen education to mothers regarding correct home management 
during diarrhea episodes. 

ARI (40%) Emphasize prompt referral of pneumonia cases by mothers and CHWs, 
and provide education regarding recognition of danger signs to families 
and all levels of health workers, and training for MOH staff on correct 
treatment procedures. 

GMIP (20%) Continue to support community weighing meetings with the provision of 
supplies, supervision and attendance of MOH personnel. Emphasize 
actions to be taken by mothers and CHWs for children who do not gain 
weight and prompt referral. 

* The bi-monthly community weighing meeting can be used for education and training for 
the interventions not yet fully implemented. The new four phase strategy developed by 
PLAN and the MOH during this evaluation is based on intense work in a limited number 
of communities for 3 month periods. PLAN Nurse Supervisors will spend an entire day in 
the community twice a month. This visit should be utilized to accompany CHWs on home 
visits, offer community education and provide specific training to community volunteers. 

7.2 Implementation Issues 

Community Health Workers 

* Although the procedure for home visits has been defined and supervision forms have been 
developed, these procedures need to be implemented in all project communities. 

* The project should continue its strategy to identify CHWs who are highly motivated and do 
excellent work, and name them as CS Facilitators or Tutor/Supervisors. Specific duties and 
incentives for these individuals need to be determined, and they will require additional 
training and supervision if they are to be effective. 

Staffing 

* The addition of a nursefmanager to the project staff would make for more efficient project 
management. This person could assist the CS Coordinator in the numerous tasks required 
in the implementation of all the interventions and management systems. 
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* It is recommended that PLAN make the necessary changes in personnel during this last year 
to assure the fulfillment of project goals. PLANISucre has an excellent Child Survival 
project which has been functioning for the last four years without outside funding. The 
project coordinator, Aurora Gutierrez, could help the PLANIAustro health team to organize 
their management systems and to improve community implementation strategies. PLAN 
should explore the possibility of bringing Aurora Gutierrez to Cuenca for a 3 to 6 month . 
period. 

Supervision 

* A supervision system for CS project staff needs to be developed. The Nurse Supervisors 
and the CS Coordinator need regular supervision and support. If a nurselmanager is hired, 
she could be responsible for the supervision of the field nurses. Dr. Joseph Valadez and Dr. 
Luis Tam could provide regular supervision to the CS Coordinator on a monthly basis via 
fax and telephone, based on the action plan developed as part of this evaluation. Project 
staff should do 3-month operational planning,based on the four phase plan presented in 
ANNEX J. 

* Performance standards need to be developed and agreed upon for each member of the CS 
team. Regular contacts should provide performance evaluation, on-the-job education, 
administrative support and counseling. 

7.3 Management Issues 

Project Design 

* In order to improve project planning and management during the second half of the project, 
efforts should be directed toward developing the four Child Survival interventions in four 
phases: 1) intensive intervention; 2) follow-up and maintenance activities; and 3)increasing 
involvement of the MOH in implementation, supervision and decision making; and 4) 
community empowerment. Three month action plans should be developed and strictly 
followed to ensure the success of above mentioned strategy. 

* The project should target beneficiary communities based on the four phases mentioned 
above with the goal of reaching all the communities with either intensive activities, follow- 
up, and/or transfer of responsibilities to the MOH. A plan developed by the project staff 
shortly after this evaluation calls for work in 130 communities with the support of four 
Nurse Coordinators and two Tutor/Supervisors. (See ANNEX J for the communities to be 
targeted through August 1997 .) 

* During the past two years PLAN has laid a solid foundation of inter-institutional. 
coordination and relationships with community leaders. However, more time is needed to 
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develop both Child Survival interventions and support systems. PLAN should consider 
presenting a second proposal to USAID for another 3-year project cycle. It is unlikely that 
the project will be ready to fully transfer responsibility for project activities to the MOH 
and collaborating NGOs during the next 14 months. 

Management and Use of Data 

* PLAN could assist the MOH by consolidating community data on EPI-INFO and presenting 
a monthly report. The project collects information on the number of persons trained, visits 
and educational meetings, active volunteers, amount of supplies distributed, cases of 
diarrhea and pneumonia, referrals and counter referrals. Qualitative data can be collected 
through focus group discussions with mothers, leaders and CHWs, and then documented 
and shared with counterparts. The process indicators shown in ANNEX L were developed 
during the MTE and can serve as basis for the system. 

Budget Management 

* Basic training in financial analysis and decision making for the CS Coordinator and the 
project administrative assistant is needed, to improve their competence in this area. A 
computerized system should be designed to facilitate the financial monitoring of the project, 
which will facilitate financial analysis and decision making for project management. 

7.4 Sustainability 

The sustainability strategy outlined in the DIP indicates that a relationship will be developed 
between community leaders and MOH Sub-Centers. In order for this to happen, leaders 
need to receive orientation regarding health issues, and the Sub-center needs to organize 
joint meetings, at least 2-3 times a year. PLAN should assist in the coordination of 
activities between Sub-Centers and leaders. 

The DIP refers to a monthly meeting for analysis and decision making between the Sub- 
Center and CHWs, which is called a CIS (Comite Interinstitutional de Salud). During the 
evaluation some Sub-Centers were not familiar with the meeting or the terminology. CS 
staff indicate that the meeting is now called a SICOS, and should take place every two 
months. Some of the MOH staff interviewed referred to this meeting as a "Nucleus de 
Gesti6nn (management nucleus). It is recommended that the project clarify the name of the 
meeting, its frequency, participants and purpose in order to standardize the functioning of 
this committee. 
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8 
LESSONS LEARNED 

Through the process of a rigorous evaluation, the Child Survival team and counterparts 
have learned to assess the results of our work and measure the level of progress 
attained. 

Periodic evaluations with the participation of all members of the CS team is essential if 
we are to improve project activities, correct errors, and make decisions. 

Being well organized is vital to the success of project activities, be it with CHWs, 
communities, the MOH, or project staff. 

Never loose sight of our overall vision, as this will guide us to meet our goals and 
objectives. 

A detailed action plan will help us to reach targets and move ahead. 

The input of consultants is valuable, and we should consider their ideas and 
suggestions, but not be totally dependent on them. It's important to have confidence in 
ourselves and our ability to design and carry out key project tasks, rather than waiting 
for all the guidance to come from outside. 

Good interpersonal communication skills go a long way towards motivating everyone to 
support the project. 

Working together with other organizations, especially the Ministry of Health, is the 
most efficient way to meet our goals. 

Insights from the MOH and collaborating institutions are an invaluable part of any 
project evaluation. 

Communities have the ability to make a significant contribution to their own health. It 
is important to place our trust and confidence in them, which will in turn motivate their 
full participation. 

A simple information system utilized by all institutions will help us identify problem 
areas and make informed decisions. 
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MAY . - 3 1996 

Enclosed ,are the guidelines for the mid-term evaluation of the three-year child survival 
projects which the Bureau for Humanitarian Rcsponsc (BHR), Office of Private and 
Voluntary Coopcration (PVC) funded under the CS-X Child Survival Grnrlts Program. 

The main purpose of the nlid-tcrm evaluation is, to rcvicw progress toward ircllievit~g tllc 
goals and objcctivcs of thc projects as stated in the approved DIP and tllc Program 
Description of tlic Cooperative Agreement. It can be uscd to idcntify what is working 
well with a projcct, idcntify problems, suggcst areas which need furtkcr attention, and 
rcco~nrnend useful. actions to guide t l ~ c  staff tl~rough the lest half of the projcct. 

Tllc mid-tcrm cvaluation team lcadcr should be somcone who is not eniploycd by, or 
othcrwisc professionally i~ssocintcd with, your org;\nization and ruust bc approvcd by 
Ill II</I'VC. O t l w  t c m  ~ucml~crs  do not rcquirc ;\/)j~rovi\l. Wc do sqgcst, I~owcvcr, 
that at lcast OIIC nicnlbcr of the project Cicld staff arld onc hcadcluartcrs reprcscn tntivc 
bc included on the mid-tcnn cvaluatiori team. Plcnsc discuss with your projcct officcr 
thc proposcd corilposition of the team and thc cvaluatiori scl~cdulc. 

A one-sidcd unbound original and o w  bound, double-sidcd copy of thc rcport sliouId 
rci~ch BMRPVC by Octobcr 31, 1996. An additional c o p i d  thc report should also be 
scnt to Jf-IU-CSSP. 

If  you nccd furtllcr clarificntio~~ of thcsc guidclincs or if you nccd olllcr rclatcd 
inCormntion, pIci\sc do not Ilcsilalc to call (703-351-0226). 

Katherine Jones-Patron 
Chief, Child Survival and Health 
Olficc of Private and Voluntary Coopcration 
Burcau for I.Iumnt~itarian Rcsponsc 



1996 UIII</I'VC CI.IILD SURVIVAL MID-TERM EVALUATION GUIDELINES 
(For CS-X Thrcc-Yca r I'rojccts) 

A. I-Iow many months has tllc projcct bccn operating? What pcrcentag\= of 
tirnc elapsed. Rcstatc original projcct objcctivcs, outputs and planncd 
inpu 1s. 

B. What are the measurable inputs (e.g. training sessions held, supplies 
provided) and outputs (e.g. persons traincd, motliers cducatcd, treatments 
provided) by intcrvcntion. 

Has tlicrc bccn sufficicnt progrcss toward meeting statcd objcclivcs and ycarly 
targcts? Arc targctcd Iiigli-risk groups bcilig rcaci~cd cflcciivcly? If not, what arc 
thc coristraints to ~nccting objcctivcs and to rcacliing high-risk groups? 

Dcscribc t l~c  rclationship of this projcct to othcr dcvcloptncrlt cfforts in tlic targct 
arca. Thcsc may include otl~cr activities of this PVO, community groups, NGOs, 
govcrnmcnt and othcr PVOs. 

IV. 1)csirri nrid Ininlcnicntntion 

IIas the projcct cl~atigcd its projcct arca or sizc of impact population? 
Evaluation tcam should rcvicw documcntation prcscntcd to USAID to 
justify such cl~angcs. 

IJ. Management nnd Use of Data 

What typc of data is bcing collcctcd by thc projcct, both qualitativc and 
quantitative? By whom, and how, is data being used for decision making? 
(Plcasc give cxamplcs). 

r )  

Dcscribe tiic project's currcnt fu~~ctioning licalth inlbrmntion syslcni. Who 
is rnunaging and ~ilaintaini~ig thc licnltli information systcm? How liavc 
rcsults of -tIic information collcctcd bccn sliarcd with data collectors, 
projcct staff, counterparts, and community mcnibcrs? What lcssons 1lavc 
I~ccn lcar~icd as a rcsult of tlic data collection? How is tlic 1'VO 
licadquartcrs and/or field applying and institutionalizing lessons learned by 
documenting, incorporating and sharing? 



C. Corltritunity Education and Socinl I'romotion 

What is tllc balancc bctwccn hcalth promotion/social mobilization and 
scrvicc provision in this projcct? What con~munity inforniation, cducation; 
or conlniunication activitics 1 1 s  thc projcct arr icd out? How wcre tllc 
mcssagcs dcvclopcd, tcstcd and rcfincd? How does tlic PVO cnsurc that 
ri~css:~ps t o  co~llmu~lity I I K I I I ~ ) C I . ~  ;rrc cot~sislclil? 

Dcscribc t11c dcvclopncnt, prctcstirlg and distribution of any printcd 
matcrials. Now do ~ncrnbcrs of thc community rcgard thcsc matcrials? 

What is thc project's approach to cornnlunity cducation? How arc non- 
traditional or participatory education activities bcing used? How has the 
project assessed the levcl of lcarning that has occurrcd with thcsc 
mcthods? 

D. Iiurtian Kcsourccs for Child ~urvival 

Dcscribc projcct pcrsonncl, paid and voluntary, by category. Cornmcnt on 
whctllcr t l ~c  ~iunibcrs and types of pcrsonncl arc adcquatc lo mcct tile 
tcclmical, r~ianagcrial arid operational nccds of tlic projcct. 

Dcscribc thc rolcs or conllliu~lity volunteers in this projcct. 1 .10~ many arc 
in placc, and for whicli i~~tcrvcntions arc tllcy rcsponsiblc? Comtl~cnt on 
tl~cir workload arid drop-out ratcs. 

Dcscribc tiic appropriatc~icss of the duration arid mcthodology of training 
for cach typc of worker and for cach intervention or job. Describe the 
rcsults of prc- and post-training asscssmcnts, any modifica~ions of training 
program content or mctl~odology, and thc reasons for thc changcs. Plcasc 
complctc a tablc (cxamplc bclow) with t l~c  rcqucstcd information. 

Child Survival Trairiing Progran~ Surt~n~nry (Example) 

CHW (8) 
3/15-23 

ALRI intro., syniplonis, local tcrn~s l 2  1 listing by CIIWs, 
and pracliccs discussion 

Training Topics 

ALRI asscss./classif. lccturc, slidcs, vidco 
discussioo, rolc plays, praclicc at 
clinic visit 

Topic 
1-lours 

1996 Mid-tcrnl Evaluation Guidclirics d 2 

Training Mclliods 
for Topic 



Which ~iialcrials :111d s~~j)j)lics arc cssc~~tial for cacli iypc of tvorkcr and for 
cach rcfcrral sitc, for cacli intcrvcntion? I-Iavc all workcrs and rcfcrral 
sitcs Iiad adcquatc quarititics of supplics for cach iritcrvcntiori sincc initial 
training or tlic start of intcrvcntion activitics~citc sourccs of information)? 

Discuss how well thc projcct has idcntificd and docu~ilcrltcd tlic lcvels of 
specific knowlcdgc and skills essential for mothers, health workcrs, and 
clinic staff to implcnlcnt cach intervention and mcet projcct objcctivcs. 
Discuss how the projcct lias bccn evaluating their work in this arca. 
Discuss thc results of any evaluation of essential krlowledgc and skills of 
~notlicrs, 1ic;dtli workcrs and/or clinic staff condi~ctcd by tlic evaluators as 
p;ut of tlic mid-tcrm cvalua&m. Co~ii~iictit otl thc cotil~iiirliic;~tio~i a~ld  
counsclling skills of hcalth workers. 

G .  Supervision mid Monitoring 

What is tlic nriturc of supcrvision and rrionitoring carricd out in  this 
projcct? Dcscribc thc sitcs, frcqucncy, and duration of supervisory contacts 
with all catcgorics of projcct rclatcd staff and volunteers. What arc thc 
ratios of supervisors to thosc bcing supervised, at all lcvcls, and arc thcsc 
ratios appropriate? From tlic viewpoint of thc hcallh workcr, how much of 
t l~c supcrvision is counscling/support, pcrformancc evaluation, on-tlic-job 
education, or administration? I iow do supervisors asscss and irriprovc thc 
quality of scrviccs providcd by tliosc tlicy arc supcrvising? Discuss wliethcr 
tlic supcrvision of cach lcvcl of licaltli workcr has bccn a d c c p k .  What 
arc thc monitoring and supcrvision rcquircnlcrits for tlic rcmainrlcr of thc 
projcct? Dcscribc spccific supcrvision tools dcvclopcd for this projcct, 
thcii cffcctiwncss and rccomnlcndatior.~ for annual use. 

H. Regional and Iicadquatlcrs Support 

Discuss tlic administrativc monitoring and tcchnical support from thc IVO 
regional or central officcs in relation to the nun~bcr, timing and r~ccds of 
ficld staff. What constraints, if any, docs the project hcc  in obtaining 
adcquatc monitoring and tcchnical support from PVO regional or central 

I officcs? Discuss total ~lumbcr of projcct backstopped by hcadquartcrs staff. 

I. IVO's Usc of rl'ccl~nic;il ~&or.t 

1. What type of tcclmical support docs tlic ficld staff want for t l~c  
projcct? TIE I.Icadquartcrs staff? 

l99G Mid-tcrru Evaluation Guidcli~ics 3 



2. Wliat arc tlic lypcs atid S O U ~ C C S  of cxlcr11a1 tcclmic;~1 assisia11cc tlic 
projcct has rcccivcd to datc? 

3. Wliat docs tlic staff fccl may bc tllc tccll1iical supj~ort liccds of tlic 
projcct iri thc futurc? 

Wlio arc tllc cllicf coulitcrparts to lllis projcct? What collaborative 
activitics havc takcn placc to datc? Arc thcrc any cxchangcs of ~noncy, 
materials, or hunlan rcsourccs bctwccn tlic projcct and its counlcrparts? 
Dcscribc the managerial and tcclinical capacib of the counterpart stalf to 
cvcntually take on thc functiotis ricccssary to operatc cffcctivc child 
survival activitics. Dcscribc communication bctwccn tlic PVO projcct and 
countcrparts. What arc tlic countcrpart(s) rclarionships with tlic 
communily? 

Idclitify tlrc rcfcrral cnrc sitcs and cor~~~t lc l~t  on  access arid scrvicc qu;llity. 
I-iow has the projcct nladc usc of tlicsc rcfcrral silcs? What is tlic 
continuity of rclationsliips bctwccn tlic rcfcrral sitc and tllc community 
projcct? What activitics is thc projcct taking to strcngthcn tlic scrviccs of 
thc rcfcrral sitc or incrcasc con~nlunity access to thc rcfcrral sitc? 

L. IVO/NGO Nclworking 

What cvidcncc is thcrc of cffcctivc nctworking with othcr 1VOs and NGOs 
working in health and child survival? Are thcrc any situations in-country 
or in the communjty which havc had a positive or negative cffcct on 
networking? Discuss any duplication of cffort/scrvices in the project area 
which decrease efficiency or any rcsourcc sharing with other NGOs/PVOs 
which increase efficiency. 

I low docs t l~c  ralc of cxl)c~lrliturcs to datc coq);trc with tllc projcct 
budgct? llow docs tlic PVO justify any minor budgct sliifls that may liavc 
occurrcd? (311 tllc project acllicvc its objcctivcs with tlic remaining 
funding? Is tllcrc a possibility that tlic budgct will bc undcrspcnt at thc 
clld of the projcct? If so, why? 

I~lcludc ill1 original a~ld two copics of tlic Country Projcct Pipclinc 
Analysis, using tlic categories i~rdicatcd on the enclosed pipclinc format. 
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What arc tllc slcps tIlc projcct has undcrtrtkcn to promote sustainability of child 
sur4ival activilics oncc projcct fullds cnd? I'lcasc f i l l  i n  a tablc (cxar~~plc lxlow) 
with sustainability objcctivcs and outcoli~cs. 

Sustninnbility Gods, Objjcciivcs, Mid-tcrm Mcasurcs 

End of projcct 
obicctives 

1) M O I ~  will 
supcrvisc a~rd 
provide rcfrcslrcr 
lrai~ri~rg lor 50 
CI-IVs 

2) I Ical~lr olficcr 
will nrcct ~rrontl~ly 
will1 con~munity 
Iicnlth corrr~~~iltccs 

Stcps takcn to 
date 

1) 2 MOI-1 nurscs 
trai~rcd i n  CI IV 
supcrviso~ y 
tnclhds 

and Slcps Tnkcn 

Mid-tcrm 
measure 

- 

1) 10 CHVs k ing  
sulxrviscd by 
MQI I nurscs 
(20% oT objcc~ivc) 

2) 1 lcalt11 officer 
altcndcd 3/10 
nlcclitr~s (XI'%) 

- 

Steps nccdcd 

1) Train 8 morc 
h1OI I trurscs 

2) 111trducc 
l~cnlllr officcr to 
nlorc co~~~mu~rily 
lcadcrs 

What stcps should bc takcn by PVO ficld staff and lmtdquartcrs for tllc projcct to 
achicvc its output arid outcotiic objcctivcs by tlic ctid of tllc projcct? Arc thcrc 
any stcps thc projcct and I'VO 1w.tdquartcrs can takc to makc thc projcct 
activitics niorc sustainable? Are tlicrc any stcps t l~c  projcct and I'VO 
Iicadquartcrs should takc to rilakc tlic projcct activitics nlorc applicable, tllc staff 
Iriorc compctcnt, or thc scrviccs of liiglw quality? Arc tlicrc any stcps thc 
projcct and PVO Ilcadquartcrs should takc to niakc the 1csso11~ Icarncd by this 
projcct morc widcly kiiowtl by otlicr child survival or dcvclopnicnt projccts 
spo~lsored by USAID, or by the IVO? Finally, arc tlicrc any issucs or actions 
that USAID should considcr as a rcsult of this evaluation? 

VII. Sunlrt~nry 

Write a brief summary, no niorc than orlc pagc, ol thc higliligl~ts of thc midterm 
evaluation covering: composition of tlic cvaluatiorl tcam; timc spcnt; total costs; 
ficld visits; quantitativc/qualitative mcthods; main projcct accornplisl~rnc~~ts and 
measurable outcomes; assessment of applicability and quality of child survival 
programming; relevance of lessons learned to other child survival and cormnunity 
development programs; kcy recommendations; planned or actual fcedback oE 
evaluation results; and author(s) of thc midtcrrn evaluation report. 
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ANNEX C 

METHODOLOGY OUTLINE 
AND DATA COLLECTION INSTRUMIENTS 



r 

Sunday 

July 21 

July 28 

Report 
Prcpara- 
tion 

Monday 

July 22 

July 29 

8:OO- 
l8:OO 

A~lalysis 
of findings 

Tuesday 

July 23 

July 30 

8:OO- 
l8:OO 

Discussion 
and con- 
clusions 

Wednes- 
day 

July 24 

8:OO- 
12:oo 

Orienta- 
tion 

Schcdulc 
of sitc 
visits 

l4:OO- 
l8:OO 
Design of 
evaluation 
lbrins 

July 31 

8:OO- 
l8:OO 

Fortnula- 
ti011 of 
recom- 
menda- 
tiow 

Thursday 

July 25 

8:OO- 
20: 00 
Data 
Collection 

Friday 

July 26 

08: 00- 
20:oo 
Data 
Collection 

Saturday 

July 27 

08:OO- 
20: 00 
Data 
Collection 



AGENDA DE TRAUNO: 

FECHA I-IORA 
oficina 

iiartcs 23 ] 6:00 1 Entr-cvista con Dr. Luis Tam 
Kccitlin~icn[o a participrrn~cs p 

ACTI\!II>AD 

Dr. Tam y Dr. Valadcs 
i l l .  hliirco Frcirc 

traslado a1 I-lotcl Pinar dcl Lago 
Prescntacion del Programa de 
Salud: Dr. Marco Freire 
Prescntacibn del Sisienla de 
Capacitacibn Y Mat crial 
Educative 
Rcsul~ados Prcliminarcs dc la 
Encucsta CPC 
Planificacicin de  la Evaluacion 
Rcfrigcrio 
Continuation dc la planificacion 
Aln~ucrzo 
Elahoracihn dc Formularies para 
visit as dc campo 
Rcfrigcrio 
Conrinuacion 
Conformation dc grupos para 
\,isitas de campo 
Organization Losistica 

selcccionadas: 
8:00 Gmpa # 1 :  

SCS Borrero: 8:30 
SCS Javiet- l.o!ola: I 1 :00 
Comunidad I-'ampavintimilla: 1211 
Comiinidad El Czirmcn: 1S:OO 

RESPONSABLE 

Dr. Marco Frcire 

/ .- . ,' Lcda. Mcry Coronc.,, - j -. I 

Dr. Luis Tam 

Dra. Lynn Johnson 

Dra. Lynn Johnson 

f'articipantcs 

Dr. Marco Freire 

Lcda. Ana Murillo 
18:00 Cicrrc dc  la jon~ada 

Iucves Visita a C'o~nunidadcs A sclcccionar 



7: 15 Grupo il 3 
Hospilai ('aiiar: 8.30 
SCS Ingapirca. 9:30 
Co~nunidad El Saldado: 1 1 :00 
Con~unidad Moloboy V.: 14.00 

Vicrncs 8:OO Visita a coniunidadcs 
Sclcccionadas 
Grupo # 1 : 
SCS Gcncral hlIoralcs 9.30 
hlotilon: 14:30 

Grupo 2: 
Hospital Pautc: 9.30 
Coniunidad Villaflor: 1 1 :30 

Grupo 11 3: 
C~)11lt111idi\d I ~ L I C I I ~ I  V i~ t i~ :  10.00 
SCS 1,utlo: 13:00 

S:OO Visita a comunidadc! 
seleccionadas: 
Grupo I1 I : 
S S C  El Tanlbo: 930  
Co~nunidad S.J. Ron~crillo: l 1 3 :  

Gmpo i12: 
SSC J i m x  10:OO 
Coniunidad Tacsdcl: 1 1 :30 

l6:OO Prcscntacibn dcl Sislcn~a dc 
lnformaci6n en Salud 1 
Dcsarrollo I'crsonal 
Presen taci6n sobr( 
Procedinlicntos Eslandarizado 
dc C';~lici;tcl 
I'rcscn~ilcih scrhrc cl Sistclii;~ (11 
Supcnisi6n cn Salud. 

Do~ningo 28 9:00 PI-csentaci6n sobrc SILOS 
9:30 Prescnaci6n sobre Nib 

Proniotores de Salud 
10:OO An6lisis de Datos de 1 

I Luncs 29 18:OO I Andisis dc los datos 
- 

hqartcs 30 8:OO Analisis de 10s datos 
Mitrcolcs31 am I'rcscntacibn y discusibn d 

I I I rcsultados. conclusioncs 

4 scleccionar 

A scleccionar 

Dr. hlarco Frcivc 

Lcda. Mclania Ordoiicz 

Lcda. Mcry Coroncl 
Lcda. Diana Barzallo 

Dra. Lynn Jonhson 

-- - -  - 

Dra. Lynn lonhson 
Ilra. Lynn Jonhson 
Dra. Lynn Jonlison 



FECHA 
ueves 

Sabado 

iENDA DE SALIDAS PARA LA EVALUA( 
HORA ACTIVIDAD 

Visita a Comunidades 
,cleccionadas: 
h p o  # I : 
;CS Borrcro: 8:30 
X S  Javier Loyola: I 1.00 

Zomunidad El Chimen: 15:OO 

h p 0  ff 2: 
Zomunidad Buena Vista: 10:OO 
CS Ludo: l3:OO 
:ornunidad Capizhapa: 15:OO 

irupo fC  3: 
Iospital Caiiar: 830  
,CS Ingapirca: 9:30 
:ornunidad El Saldado: 1 1 :00 
:onlunidad Molobog V.: 14:OO 
lisita a comunidadc: 
;eleccionadas: 
h p o  # I : 
;CS Gcncral Moralcs 9:30 
dotion: 14:30 

3upo # 2: 
iospital Pautc: 9:30 
Zomunidad Villaflor: 1 1 :30 

Srupo # 3: 
2entro dc Salud Biblian: 9:00 
zomunidad Sisaloma: 10:30 

Visita a co~rlunidadc 
ieleccionadas: 
SNPO # 1: 
SSC El Tambo: 9:30 
Comunidad S.J. Romerillo: 1 1 :31 

Grupo W 2: 
SSC Jima: 10:00 
Comunidad Tacadcl: 1 1:30 

ZION DE CAMP0 
RESPONSABLE 

Zccilia 
Maria Estrclla 
Diana 
L 

h 
P 
L 

n 
s 
.I 

4cry 
'iedad 
,ucia 

Aelania 
iandra 
osd 
A arc0 

ose 
vI. Estrclla 
'iedad 
vlarco 
vlelania 

~y nn 
Sandra 
4na 
Cecilia 
Lucia 
Mcry 
Diana 
Melania 
Ana 
Jose 

Cecilia 
Lucia 
Marco 
Lynn 
M. Estrella 
Piedad 



I'OKMULARIO # I  
LIDEKES COMUNITARIOS 

Cormmidad: 

Nhncro de asistentcs: 

Nli~ricro dc Lidcrcs For~nalcs Ntimcro de Lidcres Informales 

Notilbrcs dc los ~nic~nbros dc la dircctiva centra 

t dc la Conwidad: 

I .  Cuiilcs son 10s priucipalcs problc~nas dc salud cn su comunidad? 

NOMBRE 

2.  C:uilcs son las pri~icipalcs c~il'crrncdadcs dc los riiiios cli la co~nunidad? 

CARGO 

3. Qu6 esti hacicndo la cornul~idad para solucionar estos problemas? 



4. Quiknes les ayudan ha rcsolvcr cstos problemas? 

5. Y c6n1o lcs ayudan? 

6 .  Conoccn a 10s voluntaries dc salud dc csh comunidad? SI NO 

6 .  I Sabcn uslcdcs qu& i~accd! 

7. Qu6 ncccsitan 10s voluntarios para haccr un ~ncjor trabajo? 

Qu6 podrian hacer ustedcs para apoyar al voluntario de salud? 



- - -- p- - 

9. Qu6 bcncficios Ila obtcnido la comunidad con cl tralxijo dc 10s volulitarios dc salud? 

10. C6mo sc cntcrall ustcdcs dc cstos bcncficios? 

1 1 .  Qu6 sabcn ustcdcs accrca dc la diarrea? 

12. Qu6 sabcn ustcdcs accrca clc la pullnonia y brotquitis'? 

13. Qu6 sabcn uslcdcs accrca dc la dcsnulricibn? 



14. QuC saben ustedes acerca de la vacunacih? 

- - - -- - -- - - 

15. Qu6 sugcrcucias ticlic~i ustcdcs para mcjorar cl program dc salud cn su cornunidad? 

IG. En cl caso dc quc PLAN se vaya dc la coinunidad quC: Ilarian ustedes? 



FORMULARIO #2 
ENTREVISTA A VOLUNTARIOS DE SALUD 

Comunidad: Feclla: 

Nonlbrc tic 10s 1'art.icipanlcs Ticmpo dc scr Vol. dc Salud 

i l .  aiios/nicscs 

b. alios/~nescs 

c. afioslmeses 

d. aiios/meses 

e. aiioslmeses 

I .  Cuilcs son sus fu~icioncs y rcspoi~sabilidades principalcs? Participa ustcd en las rcul~iones de 10s 
SICOS? Explique las actividadcs quc rcaliza cl. SICO. 

2. Cuantas visihs domicil iarias hacc cada scmana? 
(Indagar sobrc la sclccci6n dc rnadrcs a visitar. Ticnc un croiiogralna de visitas para asegurar que todas 
rcciban una visita, o solamcntc visita a las con nilios cnfermos? 

3. CED 
a. C6mo prepara el suero oral y c6mo se ad~ninistra? 

b. Cuiles son las seiiales de peligro para la deshidrataci6n? 

c. Qu6 consejos da usted a las ~nadres cuando sus niiios tienen diarrea? 



d. Cdmo sabe usted cuando hacer la referencia y a qu6 lugar referirlo? 

3. IRA 
a. Cuiles son las seiiales de peligro dc neumonia? 

Mcnciond tos y rcspiracidn ripida? S I - NO- 

Mencionb llundimicnto de las costillas al respirar? S I NO 

b. Qu6 conscjos da usted a las madrcs sobrc el cuidado dcl niiio con IRA? 

c. Cdmo sabc ustcd cuando llaccr a rcfcrcncia y a qu6 lugar rcferirlo? 

4. PA1 
a. Qu6 lncnsajcs da usled a las lnadres sobre las inmunizaciones? 

b, Qut vacunas dcbcn recibir 10s niiios y a quC edad debcn rccibir cada una? C 

5. Nu trici6n 
a. QuC mellsajes da usted a las madres sobre la nutrici6n en general? 

b. Cuiles son 10s consejos que da a las lnadres sobre lactancia materna? 



c. Qu6 cnsciia a las lnadrcs sobrc cl co~~suiiio dc alimcntos ~lucvos? 

d. Nos puede explicar como utiliza el carnet de crecimiento? 

c. Qu6 sig~lil'icir los colorcs tlcl c;wncc? 

f. Que hace cuando u n  niiio no gana peso? 

g. Quc conscjos da a la madrc? 

11. Ticnc usted un niiio rnenor a 2 aiios? Si la respuesta es SI, pidale a la madre ~nostrarle el carnet 
y revisclo. lndicar si el carnct tnuestra un buen seguimiento de la vacunaci6n y crecilniento dcl 
niiio. 

7. Recibe usted algdn beiieficio por s u  trabajo? (De PLAN, comunidad o MSP) 

8. Crcc ustcd quc la comunidad valora y aprccia lo quc usted hace? 



9. SUPERVISION 'TECNICA Y ADMINISTRATIVA 

a. Quihi Ic visita para colivcrsar sobrc cl avancc dc su trabajo? 

b. Con club I'rccucncia rccibc las visitas? 

c. QuC apoyo rccibi6 durante las visitas? 

d. Picnsa que estas visitas (de supervisibn) son bcncficiosas (apropiadas)? 

10. Cuintas vcces participb usted en actividades dc capacitacibn durante el iiltimo aiio? En qut5 temas 
rccibi6 capacitaci6n? 

1 I .  Entrcga ustcd informcs a PLAN o cl MSP sobrc sus actividadcs? 

13QUII'O 13 INSUMOS 

12. Qu6 tnatcrial y cquipo utiliza ustcd? 

13. LC falta, o Ic falto alguna vez, 10s ir~sumos necesarios para realizar su trabajo? 

14. Cua~itos sobrcs dc SRO ha distribuido c ~ i  10s iiltimos 6 ~nescs? 

15. CuAntos quedan? , Alguna vez le faltaron sobres? 



IG. Las madrcs sicmpre buscan a usted cuando su niiio tiene diarrea para pedir sobrcs? 

17. Curilcs son las lnayorcs limitacioncs o problc~iias quc cncucntra cn realizar su trabajo? 

IS. Qu6 sugicrc ustctl para ~ncjorar su traba.jo' I-labrin algu~~as cosas quc ncccsita~l scr nlndil'icadas para 
~ I I C  I'unciollc~~ ~licior sus i~c~ivitliitics? Cu;ilcs? 

Visilc cl pucsto dc salutl co~nu~lilaria y vcril'iquc la cxislcncia y cslado tlcl paquctc bisico dc 
i~isu~nos y cquipo. 



FOKMULARIO #3A 
ENTKEVISTA CON I'ROVEEDORES DE SALUD 

I .  I'or I'avor dcscriba las aclividadcs quc rcal iza co~~jun~anicntc con PLAN cn las siguicntcs drcas: 
a) I'lanificaci6n dc actividadcs: 

b) Capacitacid~i a Voluntaries dc Salud: 

d)  Supcrvisid~l a 10s Volunlarios: 

C) Educaci611 par;\ la salud: 

f') Ejccuci6n dc otras actividadcs de campo: 

g) Monitorco y cvaluaci6n de actividadcs (sistema de informaci6n): 

2. Quc vcntajas vc Ud. en esta colaboracibn? 

3. Quc rcco~ncndacioncs daria Ud. a s u  propia instituci6n y a PLAN para que esta coopcraci6n mcjore? 

4. L Q U ~  sugerclicias tiem para sostener las actividades de PLAN, una vez que su financiamiento termine? 



FORMULARIO #4 
ENTREVISTA A MADRES 

i .  Existcn Volu~itarios dc Salud eu su comunidad? 

3. Si su rcspucsh i\ la prcgunta No. 2 cs SI, con qu6 I'rccuclicia la visilaii? QuC: I~acc la Volunlaria? 

4. I'articip6 ustct! cn rcu~iio~ics cducativas sobrc tcliias dc salud? 

( )sl ( ) N o  

5 .  QuC: i1prc1itli6 y cluc nucvos co~~~por~amic~ i~os  csta praclicando? 

6 .  Quic~i Ic dio la capaci~acibn? 

7. Ila utilizado ustcd 10s sobrcs dc SRO? ( ) SI ( ) NO 

8. Si su rcspucsta a la prcguuta No. 6 cs SI, d61idc lo Iia obtcnido? 

9. Ticw ustcd sobrcs cn la casa, cn caso dc cmcrgcncia? 



FOKMULARIO #3B 
EN'I'KEVIS'I'A A EN1;EKMEKAS Y MEDICOS DEL MSI' 

Cargo: 

I .  Desde cuindo trabaja este Sub-Ccntro afios/meses 

2. Cuilcs so11 sus f'u~~cioncs y rcsponsabilidadcs pri~~cipalcs? 

3. 'T'icilc uslcd (o cl Sub-Ccnlro) 10s ~nanualcs dc proccdi~nienios sobrc CED, IRA, PAI, y Nutrici6n? 

3. CED 
a. C61no prepara el suero oral y c6mo se administra? 

b. Cuilcs son Ias sciialcs dc pcligro para la dcsllidratacibu? 

c. Qu6 cor~scjos tl;~ uslctl a las ~iiwdrcs cumdo sus nilios h c ~ i  diarrca? 

(1. C6mo sabc ustcd cuando I~accr la rcfcrencia y a qu6 lugar rcferirlo? 

c. Qu6 ~ncdica~ncntos prcscibc ustcd y cn quc casos? 



4. I KA 
a. CuQlcs son las sciialcs dc pcligro dc ncumonia? 

Mcncion6 tirajc? S I NO - 

Mc1icio116 f'rccucncia rcspiratoria scglin cdad'? SI NO 

b. Quk conscjos da ustcd a las ~nadrcs sobrc cl cuidado dcl ~liiio cou I IZA? 

c. C61iio sabc uslcd cua~ido llaccr a rcl'ercncia y a qu6 lugar rcfcrirlo? 

d. Qu6 ~ncdica~ncnlos prcscribc para la IRA modcrada y la IRA scvcra? 

b. Qu6 vacuws dcbcn rccibir 10s niiios y a qu6 ctlad dcbcn rccibir cada UIKI? 

c. I-lacc usted segui~niento a las tnadrcs que nccesitan el toxoide tednico? C6111o? 

d .  I Ian lcnido insu~nos y biol6gicos cn Iornia co~i~inua duranlc lodo cl aiio? 



6 .  Nutricihl 
;I. Quf, nwrcs~jcs da ustcd a las ~nadrcs sol~rc la 11utrici6n cn gcncral'? 

I). I'arlicip;~ C I I  10s pcs;~.jcs ~ c ; I I ~ Y . ; I ( I ~ I s  C I I  I;IS C O I I I ~ I I ~ ~ ~ I ; I C I ~ S ' !  

c. Cuando esti Iiablando con la pacicutc, la educa sobre la utilizacicin del carriet infantil? 

7. En quc form fuuciona la rcfercncia y la contra-rcfcrcncia? 

8. I la rcalizado cducaci6n para la salud cli la colnur~idad cn 10s liltimos 6 mcscs. 

9. Sc rcal iza rcuniones dc SICOS? Expl iquc como funciolian estas rcuriiories y quienes participan. (I lidagar 
sobrc la participacid~i de 10s voluntaries de salud y lideres comunitarios.) 



FOKMULARIO #5 
ENTREVISTA AL 'PERSONAL DE PLAN 

IMPLEMENI'ACION DEL PROYECTO 

Educaci6n Cornunitaria: 

i,Cuanto csl'ucrzo csti dctlicado a cducaci611 y pron1oci6n comunitaria CII rclaci6n a1 csl'ucrzo dcdicado 
i~ la prcs~;~ciiw tlc scrvicios'! 

i,Qub aclivadas dc IEC sc Inn rcalizado? 

~ L O S  llicnsajcs fucron probados y rcfi~iiidos? 

iCdl110 sabcn quc 10s lncnsajcs son unifor~ncs en cada actividad cducativo? 

i,Distribuycn lnatcrial itnprcso? 

iFucr011 probados antcs dc imprinlirlos? 

$011 sc~icillos y Qtilcs scgQti cl punio dc vista de 10s comunarios? 

~ C u i l  cs cl cli foquc dcl Proyccto liacia la cducaci611 comunitaria? 

i,l.la~l util iuido 1n6lodos no-iradicio~ialcs o ;iclividadcs participativas? 

~ C ~ I I I O  han tncdido el uivcl dc aprcndizaje utiliza~ldo estos mCtodos? 



Rccursos I ~ u m a ~ i o s  

2. i,Esti adccuado c l  liuliicro y ~nczcla tlc personas para las ~iccesidadcs del proyccto ( th i cas ,  gcrencialcs, 
y opcracionalcs) 

3. i,l% c l ' i c i c ~ ~ ~ c  cs~c  c o n j t ~ n ~ o  tic pe rsod !  i,ll;\y t lup l ic i~c ih  tlc csl'ucrxo tIc p;iric tlc las tlil'crc~ws 
catcgorias dc trabajadorcs (i~lcluycildo 10s quc no cslin i~~volucrados cn el proycclo)? 

VO1,UN'I'ARIOS I)l< SAI,UI) 
4. i,Cu;il cs el ro l  tlc volunhrios cotnu~~ic;trios CII el I'roycclo'! 

5 .  ~Cua~ l tos  c s t h  trabajando actual~nc~m, y ctl quc il~tcrvctlciones est5n trabajatldo? 

6 .  iCua11tas Iloras por SeIiiana dedicau a1 trabajo los VS y cufil cs la tasa dc dcscrcirin? 

CAI'ACI1'ACION 
7. j h  capacilacib~l y la inclodologia so11 adccuados para cada intervcncibn y cada nivcl de trabajador? 

8. 11 lay rcsul~ados dc prc y post ~csts? LI-Ian hccllo ~i~odif icacio~lcs seglin esios rcsultados? 

9. Llcnar la tabla sobre capacitaci6n. Ver For~nulario #5-B. 



Suministros v Matcrialcs para cl Personal Local 

I .  iQu6 n~aterialcs y sulninistros son ese~iciales o importantc para cada tipo dc trabajador, para cada ccritro 
dc rcfcrcncia y para cada intervcnci611? 

3. i,Qud porcc~t[i~jc dc cada lipo tlc ~rihi!jatlor visitado por cl cvaluador luvo su~ni~~islros adccuados y cualcs 
cstaban (Icsabastccidos'? 

4. i,C61no cs cstin utilizlndo cslos su~ni~~istros'! $on apropiados para cl trabajado dc cada tipo dc 
irabajador? 



Cal idad 

1 .  i,El proyccto ha idcnti f'icado y docu 111~11Lldo los conocimicntos y dcstrczas cspcci ricas, ncccsarias para 
mailrcs, trab;~jadorcs y pcrsonal tlc sillud para i~nplctncni;ir cada intcrvcnci61i y logri~r los objctivos? 

2 .  i,lil proycc~o I1i1 cv;ilu;~do Ios 11 ivclcs tlc co~~ocin~icntos y (Icstrcjr;~~ ncccsariiis? Rcsu~na los rcsultatlos. 

3. iQui. tal son las dcs~rc.r;ls dc conlunicacibn y co~~scjcria dc 10s ~rabajadorcs dc salud? 



Su~crvisi6n v Monitorco: 

1 .  i Q u t  iipo dc supcrvisi6n y moniiorco se rcaliza cn cl proyecto? 

2.  Describa 10s sitios, frecuencia y duraci61i de 10s contactos de supervisi6n con todos 10s tipos de personal 
y voluntaries: 

4. iQu6 porccnhjc dc la supcrvisi611 cs co~~scjcria/apoyo, cvaluaci6ri dc dcsempciio, capacitaci611 en cl 
pucsto, y adminisiraci6n? 

5 .  i,C61n0 cvalilall y ~nc,joran 10s supcrvisorcs la calidatl dc scrvicios? i,Es adccuada la supcrvisicin? 

6 .  ~ C U &  son 10s rcquerimientos de supcrvisi6n y monitoreo para la duraci6n del proyecto? 



Rclacioncs dc Rcfcrc~icia 

i. l~idcntifiquc 10s scrvicios dc rcfcrclicia y cou~cntc sobrc acccso y calidad dc scrvicios: 

2 .  i,l la11 utilizado 10s scrvicios dc rcfcrcncia c11 form apropiadas? 

3. iCu6l es la continuidad de relaciones entrc 10s servicios de referencia y la comunidad? 

5 .  iEsl411 toliiando alguna acci61i para n~cjorar/fortalcccr 10s scrvicios dc refercncia o ilicrc~i~e~llar cl acccso 
a 10s scrvicios? 



I ~ O l < M ~ J I A I < I O  //O 
IIN'I'KIIV IS'I'A A I, I'ISKSONA I, I X  I'LAN 

A D M  INIS'I'KACION 1)151, I'KOY KC'I'O 

Disciio dcl Provccto 

2. iSi el proyecto tuvo que cambiar sus estrategias, cstuvo dispuesto la adlninistraci6n en l~acer 10s 
cambios neccsarios/apropiados? iPuede justi ficar 10s cambios? 

M.ancio v U ti1 izaciB11 tlc I nSor1n;ici6n 

~ Q u t  tipo dc inl'or111aci611 csti rccolcctada por cl proyccto, tanto cual i tativa corno cuantilativa? 

cl sistcma dc informaci6n? ~Estii funcionando 

il-lan cornpartido 10s resultados con 10s que han colectado 10s datos, con el personal del proyecto, 
contrapartes y comunarios? 

iQu6 lccciolies ha11 aprendido conlo resultado de la recolecci611 de datos? 

iEsli11 i~istitucio~iali.~a~ido las lcccioncs aprcndidas al documentar, incorporar o compartir? 



Mancio tic1 I'rcsupucsto 

I .  iC61ii0 sc compara cl rillno dc gastos con cl prcsupucsto? 

2. iC61110 justifica cambios prcsupucstarios quc 11ay;ui ocurrido? 

3.  il'uctlc cl proycclo lograr sus ol~jctivos con cl I'i~la~icianiicnto rcsta~itc? 

4. ~ E s  posible que no gastarfin el presupuesto a1 terminar el proyecto? ~ P o r  quC? 

1.  iQu6 son 10s lipos dc asislcncia tkc~iicii quc cl proycclo Iia ~icccsiiado Ilasta la fcclia, y quc asistc~lciii 
lia~i oblcnido? 

2. ~ C U ~ ~ C S  so11 las ~icccsidadcs tbcnicas dcl proyccto durante 10s pr6ximos 6 mescs'? il-lay alguna barrcra 
cn lograr cstc apoyo? 

I<elaciones con olras ONGs 

I .  iQu6 evidericia hay de relaciones efectivas (redes) con otras PVOs y ONGs trabajando en salud y 
supcrvive~icia in fan til? 

2. il-lay algunas situaciones en el pais o cn la co~nunidad que ha11 afectado estas relaciones en forma 
positiva o ncgativa? 

3. iExistc duplicaci6n dc csfucrzo/scrvicios o compartcn rccursos para mejorar la eficiencia? 



1 .  {,El apoyo ad~ninislrativo dc la scdc son apropiados CH cuanto a ticnlpo, I'rccucllcia y las ~lcccsidadcs 
dcl personal tlc campo? 

2. i,Cu,ilcs sou las barrcras para obtcrlcr ~nonitorco adecuado y apoyo tCcnico de la sedc? 

Rclaciones con Contrapartcs 

1.  iCuales son las contrapartcs principales? 

2. ~Quh aclividadcs colaborativas sc Ilan rcalizado? 

4. LEI personal contrapark tic~icn la capacidad t6cnica y aclministrativa para asulnir las rcsponsabilidadcs 
para las actividadcs dc CS? 

5 .  &Hay u n  dialog0 abicrto cntre PLAN y las contrapartes? 

6 .  $uil  cs la rclaci611 dc contrapark con la comunidad? 



ANNEX D 

LIST OF CONTACTS 



PERSONS INTERVIEWED 

HEALTH PERSONNEL 

SlJI3-CENTRO Dl' SAl .\I D I\OI~I~ERO 
l l r i ~ .  I ~ I I M  (hrri011 

SUB-CEN'I'KO Dli SALUD JAVIEK LOYOLA 
Dr. Luis Abad 
Dr. Dario Narvaez 
Lic. Betty Fernandez 

SUB-CENTRO DE SALUD GENERAL MORALES 
Dr. Edwin Avila 
Lic. Narcisa Lozano 

S\lli-(~l~N'l ' l<O Ill: SAI , \ I l l  'I'AMIIO 
Dr. Willia~n Monlalvo 

SUB-CENTRO DE SALUD LUDO 
Dr. Mauricio Oclwa 

SUB-CENTRO DE SALUD JlMA 
Dr. Dicgo Corrca 

I-IOSPITAL DE PAUTE 
Dr. Carlos Eduardo Caccrcs 
Aux. Enfcrtncria Enriquc Rivcra 
Lic. Marlct~c Gal indo 

SUB-CENTRO DE SALUD INGAPIRCA 
Dra. Ligia Bunay 
I ,ic. I < o s ~ \  V~ISC~UW 



COMMUNITY HEALTH WORKERS 

Rosario A ngarnarca 
Maria Lazo 
Petrona Pilla 
Ramona Quishpe 
Blanca Carp io 
Cclia Mayaiiccla 
Maria Eugenia Callc 
Rosa Alta~nirano 
Maria Gloria Crcspo 
Maria Elena Saca 
Nancy Fernandes 
Mariana Orcllana 
Maria Brito 
Rosa Quito 
Mercy Maya 
Mariana Zhuno 
Maria Narai~jo 
Rosa Elvira 1-1 ucrta 
Maria Rcvclo 
Tcrcsa Cuzco 



COMMUNITY LEADERS 

1.  EL CARMEN 
Cesar Rabam bari 

2. MOT1 LON 
Juan Mayanccla 
Ma~~ucl Acos[;r 

3. EL CISNE (SALADO) 

Maria 1.1 ucrta 
Antonio Huerta 
Manuel Clluqui 
Antonio l'enesaca 

4. MOLOBOG (VENTANAS) 
Jos6 Sanango 
Juan Sanango 

5 .  BUENA VISTA 
Antonio Calk 
Olga Jimkncz 

6. CAPISI-IAPA 
Luis Al fonso Tcncmasa 
Cbar Quituisaca 
Jos6 Mayaguari 

7. SANJOSEDEROMERILLO 
Itobcrto Lazo 
Miguel Quislipe 

8, TACADEL 
Seferino Malla 
Elvia Lituma 

9. VILLAFLOR 
Jose Orcllana 
Jose Alcjandro Orellana 



Durng the site visits 144 motliers were interviewed in 9 communities. However, all of their 
names were not recorded during the interviews. Following are the names of some of the 
mothers. 

Patnpavintitnilla 
I .  Rosa Clluya 
2. Elba Gouzalez 
3. Gcrardina Campovcrdc 
4. M ~ I ~ I I I ~ I  Sigwxcia 
5 .  A~igcl ita Al~uilngr, 
6. Margarita Cl~icaiza 
7. Laura Hervas 
8. Alcjandrina Rivera 
9. Maria Chicaim 

131 Car~nc~l 
1 .  Itosa Arcvalo 
2. Jaquclina Marin 
3. Susana Rivas 
4.  El iana Pinos 
5. Marina LLiguisaco 
6.  Rosa LLiguisaco 
7. CrisitnaRojas 
8. Soila Clloca 
9. Olga Coraysaca 
10. Kt1111 I'ancga 

Villaflor 

Maria Buestan 
Mercedes Berneo 
Luz Saramiento 
Julia Leon 
Laua Alvarado 
Merccds Bucstan 
Bla~ica Orellana 
Rosa Orcllana 
liocio Bcrneo 
Zorlc Orellana 
Aida Orellana 
Carmen Orellana 
Alicia 13ucrla11 
Alicia Orellana 



Tacadcl 
1. Manuel Te~lesrna 
2. Remi Zhuris 
3. Manuel Ortcga 
4. Zoila Matailo 
5. Julia Zl~uris 
6. Marcia Jacaquiri 
7. Elisa Morocho 
8. Juanita Morocho 
9. Rosalia Malla 



ANNEX E 

LIST OF DOCUMENTS REVIEWED 



DOCUMENTS REVIEWED 

Annual Report of the Child Survival X Proicct, PLAN International Austro, Cuc~ica 
Ecuador, October 1990. 

Bosscrt, Thomas .I., Sustainabilitv arid Cliild Survival: Are They Compatible, APHA 
Prcscntation, Scptc~iibcr 1990. 

Bosscrt, Thomas .I., Can They Gct Alonp Without US? Sustainabil i tv of Donor 
Supported I.lcaltli Proiccts in Ccnrral A~ncrica and Africa, Social Scic~icc Medicine, 
Vo1.30, No. 9, Grcat Britain, 1990. 

Dctailcd l~nplctnentatio~i Plan, Child Survival X Project, Childreach, PLAN ltilc~na- 
tional, submitted to US Agcncy for Intex~~atio~lal Dcvelop~ncnt, Washington, D.C., 
March 1995. 

M id-term Evaluatio~i Guidcl incs, US Agcticy for I ntcrnatioual Dcvclopmcnt, Wash- 
ington, D.C., May, 1996, 

'I'a~ii, Luis, I<csutnc~i dc Rcsul tatlos: Encuccstas dc Linca dc 13asc en Salud Matcrno- 
Infatitil, PLAN International, Ecuador, 1995. 

Teclmical Rcvicw of the Dl P: PLANIEcuador, US Agency for internatio~ial Develop- 
Incnt, Washington, D.C., September 1995. 



ANNEX F 

COMPARISON OF BASELINE 
AND MID-TERM KPC RESULTS 



PLAN INTERNACIONAL AUSTRO 
INDICADORES DE PRINCIPALES INTERVENCIONES DE SALUD 

I. LACTANCIA, NUTRICION INFANTIL, 
CONTROL Y PROMOCION DE CRECIMIENTO 

INDICADOR 

% de nifios de 0-23 meses de edad con 
carnet de crecimiento 

- -- - - 

% de nifios de 0-23 meses de edad que se 
han pesado en 10s Gltimos 4 meses (1) 

% de nifios de 12-23 meses de edad que 
pesan menos de -2 desviaciones est6ndar 

META 
(DIP) 

- - - 

50.0% 

22.0% 

LINEA 
DE BASE 

69.2% 

21.7% 

- - -  

% de niilos que iniciaron su lactancia 
materm en las primeras 8 horas del parto 

3 dc ~iifios de 0-3 mesea dc edad que est611 
recibiendo lactancia materna exclusiva 

I1 % de nifios de 6-9 meses de edad que estdn 
recibiendo alimentaci6n s6lida (2) 

MEDIO 
TERMINO 

65 .O% 

- - -  

% de niAos de 20-23 meses de edad que 
siguen lactando 

L 

1. Meta original (DIP) : Ncmero de nifios de 0-23 meses que-participan 
en CPC cada dos meses. 

54.3% 

60.6% 

40.0% 

2. Meta original (DIP) : Se tom6 en cuenta a 10s nifios de 5-9 meses; el 
dato impreciso es de 26.0% recibiendo alimentaci6n s6lida. 

75.0% 

-..- 25.0% 



11. VACUNACIONES 

MEDIO 
TERMINO INDICADOR 

META 
( D I P )  

% de niiios de 12-23 meses de edad con 
carnet de vacunaci6n 

% de nifios de 12-23 meses de edad, con la 
vacuna DPTl 

% de nifios de 12-23 meses de edad, con la 
vacuna DPT3 ( 3 )  

% de nifios de 12-23 meses de edad, con 
antisarampionosa 

% de nifios de 12-23 meses de edad, con la 
vacunaci6n completa 

Tasa de deserci6n de DPTl/DPT3 

3 .  M e t a  original (DIP) : Ndmero de niiios de 12-23 meses de edad, que 
reciben la dosis completa de inrnunizaciones (BCG, OPV3, DPT3, 
a~~tisarampionosa) . L a  vacuna DPT3 estA tonmda como una medida estandar. 

/1 . M i .  I .  ( I )  : 40 1, clc IIIU jerx:; cdad 16rl..i :I. ( l . 5 - ~ 4 9 )  , C C J I ~  

por lo menos dos vacunas 'IT. 

LINEA 
DE BASE 

I % de madres con por lo menos una vacuna 
del toxoide tet6nico ( 4 )  

- - - 

- - - 

6 0 . 0 %  

- - -  

- - - 
- - -  

-- 

6 2 . 7 %  

5 9 . 7 %  

5 3 . 0 %  

55.9% 

- - -  

11.2% . - 
- 

4 0 . 0 %  

--- - - - 

- - -  
- 

4 . 5 %  



111. CONTROL DE ENFERMEDADES DIARREICAS AGUDAS 

.. 

INDICADOR 

': tic trifi ' ior; dc 0 - 2 3  mesee de cdad co11 
diarrea, que cont inuaron su aliruentaci6n 

% de niiios de 0-23 meses de edad con 
diarrea, que continuaron lactancia materna 

% de niiios de 0-23 meses de edad con 
diarrea, que recibieron suero oral ( 5 )  

% de nifios de 0-23 meses de edad con 
diarrea, que recibieron suero casero (6) 

% de nifios de 0-23 meses de edad con 
diarrea, que recibieron farmac6uticos 

% de niiios de 0-23 meses de edad con 
diarrea, y que Eueron referidos a: 
e per-sonal de salud (m6dic0, enCermera, 
auxiliar dc enEermcria) 
curandero 
voluntario de salud 
farmacia/botica 
amigos/familiares 

% de madres con niAos de 0-23 meses de 
edad, que conocen 10s siguientes signos 
de peligro durante la diarrea: 
deshidratacidn (7) 
vdmitos 
sangre en las heces 
niiio no come ni lacta 

META 
(DIP) 

.. - 

SO. 0% 
ll 

11 

II 

5. Meta original (DIP) : Aumentar el nGmero de casos de EDAs tratados 
con la terapia de rehidratacidn oral ( T R O ) .  Ambos el suero oral y el suero 
casero est6n considerados en su conjunto como TRO. 

LINEA 
DE BASE 

6. Idem. 

MEDIO 
TERMINO 

7. Meta original (DIP) : Aumentar el nljmero de madres que reconocen 10s 
signos de peligro en EDAs. La deshidratacidn est6 tomada como una medida 
estdndar . 



IV. CONTROL DE INFECCIONES RESPIRATORIAS AGUDAS 

INDICADOR 
- - 

% de niiios de 0-23 meses de edad con tos 
y respiraci6n rbpida, y que fueron 
referidos a: 
personal de salud (m&dico, enfermera, 

' auxiliar de enfermeria) (8) 
voluntario de salud (9) 

- - 

% de madres con ni.iios de 0-23 mcses de 
~ x ~ i ~ ( i ,  (1i1(: (:oI\o(:(!II I 0: :  ::.i ~\I.~.(:II\.(::: :; i ~IIO:; 
dc pcligro ell ~lifios COIL LOS: 

respiration rjpida o agiLada 
reLracciones intercos~ales 
somnolencia 
niiio no come ni lacta 

META 
(DIP) 

8. Meta original: Ambos 10s servicios de salud y 10s voluntaries de 
salud est6n considerados conjuntamente. 

9 .  Idem. 



ANNEX G 

KPC SURVEY REPORT 



VI. INTRODUCCION 

La Encuesta de Conocimientos, Prdcticas y Coberturas, tiene como 
objetivo analizar la situacidn de salud de la poblacidn de 10s 
dmbitos donde PLAN Internacional Austro trabaja, con la finalidad 
de realizar 10s aspectos cuantitativos de la Evaluacidn de Medio 
Tgrmino de 1996. Con 10s resultados de la Encuesta, se podrd medir 
el progreso del programa, desde la primera encuesta de la Linea de 
Base de 1994. Estos resultados se tratan de indicadores de la 
Superviveencia Infantil; en adicidn, se ha sacado datos de la Salud 
Materna y Reproductiva, con el fin de tener informacidn de base 
para nuevos componentes del programa. 

La Encuesta sobre Conocimientos, Prdcticas y Coberturas en 
Supervivencia Infantil y Salud Materna, tiene como su objetivo 
principal la recoleccidn de indicadores y datos especificos de la 
salud, referentes a la poblacidn que atienden 10s programas de PLAN 
Internacional Austro. Estos indicadores son relativos a las tasas 
y estadisticas vitales, que comprenden un aspect0 importante en la 
planificacidn, seguimiento y evaluacidn del programa de salud'que 
se realiza PLAN Austro en las provincias de Azuay y Cafiar. 

La Encuesta, un estudio de naturaleza cuantitativa, debe proveer 
una fuente de datos sobre indicadores especificos, y tambign 
conocimientos y pr6cticas de salud, entre la poblacidn meta: las 
madres y sus nifios menores de dos afios de edad en las zonas del 
trabajo. Los resultados obtenidos por la Encuesta son 
principalmente para establecer informacidn para 10s indicadores de 
Supervivencia Infantil y Salud Materna y sus intervenciones 
respectivas, y para observar la tendencia de estos durante la vida 
del programa. Deben servir para la planificacidn de las 
actividades de salud, la toma de decisiones y, con un seguimiento 
adecuado, para medir y evaluar mejor 10s progresos y/o retrasos y 
actividades del programa durante su transcurso. Tambi6n, 10s datos 
de conocimientos y creencias pueden servir para el establecimiento 
de objetivos m6s directos y realistas; para comparar con 10s 
resultados de evaluaciones futuras y periddicas del programa; y 
para orientar el enfoque del disefio de materiales y mensajes 
educativos. 

Asi, 10s objetivos principales de la Encuesta sirven para proveer 
informacidn relevante de la salud de la poblacidn metal de la 
siguiente manera: 

1. Evaluar 10s indicadores y estrategias de salud basados en: 

1.1. Los conocimientos y opiniones que las madres de 10s nifios 
menores de dos aHos tienen respecto a, primero, las 
mayores amenazas a la salud de sus nifios y, segundo, las 
formas de prevenir las enfermedades, o por lo menos 
mitigar las consecuencias. Estos conocimientos y 
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opiniones se tratan de varios aspectos de la 
supervivencia infantil, o sean: la cobertura de 
inmunizaciones; 10s tratamientos apropiados para las 
enf ermedades diarreica agudas (EDAs) y las in£ ecciones 
respiratorias agudas (IRAs); el control de crecimiento; 
y la lactancia materna, alimentacidn, nutricidn y destete 
de 10s nifios. 

1.2. Las prdcticas actuales de las madres respecto a 10s 
aspectos mencionados arriba. 

1.3. Tasas de cobertura en inmunizaciones para 10s nifios 
menores de dos aAos. 

1.4. Estimacidn de la prevalencia de enfermedades diarrgicas, 
y sintomas compatibles con las infecciones respiratorias 
agudas, en las dos semanas previas a1 estudio. 

1.5. El control prenatal, atencidn de partos y estimacidn del 
porcentaje de madres usando alg6n m6todo de planificacidn 
familiar . 

1.6. Conocimientos de algunos temas de las enfermedades 
sexualmente transmitidas, principalmente el SIDA, y el 
cuidado del c6ncer de la mujer. 

2. Identificar grupos claves de la comunidad, para enfocar y 
dirigir mensajes educativos y sus acciones respectivas. 

11. METODOLOGIA 

El cuestionario utilizado en la Encuesta sobre Conocimientos, 
Pr6cticas y Coberturas en Supervivencia Infantil y Salud Materna, 
para el levantamiento de datos cuantitativos --o sea, su 
instrumento principal de investigacidn-- fue disefiado para 
recolectar informacidn relevante para las intervenciones actuales 
y propuestas del programa de salud de PLAN Internacional Austro. 

Las preguntas del cuestionario de la Encuesta se basan en varios 
indicadores de la salud materno-infantil, 10s cuales tienen que ver 
con 10s indicadores propuestos por PLAN Austro. El cuestionario 
mismo (ver Anexo B), consiste de preguntas dirigidas a las madres 
de nifios menores de dos afios de edad. Los temas del cuestionario, 
tal como las mismas preguntas, se basan en un modelo desarrollado 
anteriormente por la Universidad Johns Hopkins (Baltimore, Estados 
Unidos de Norteamgrica); este modelo ya sirve como un tipo 
estandarizado para 10s programas de supervivencia infantil y salud 
materna, a trav6s de experiencias en varios paises con tales 
instituciones como la Organizacidn Mundial de la Salud (OMS) , la 
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Organizacidn Panamericana de la Salud (OPS) , y la United States 
Agency for International Development (USAID). El modelo fue 
adaptado segdn las necesidades respectivas de PLAN Austro, en 
consulta con el personal de la instituci6n. 

Las secciones del cuestionario son agrupadas de la siguiente 
manera : 

Prequnta Tema 

G1 -G7 Datos generales de la madre 
L1-L11 Lactancia materna, alimentacidn del nifio y control de 

crecimiento 
V1-V12 Inmunizaciones (PAI) 
Dl-D7 Enfermedades diarrgicas agudas (EDAs) 
R1-R5 Infecciones respiratorias agudas (Ims) 

El cuestionario estd compuesto mayormente por una serie de 
preguntas cerradas, de tipo nominal, ordinal y contingencia. La 
secuencia empieza con las preguntas mds sencillas y fdciles, y 
sigue a las m6s complejas y delicadas. 

B. Determinaci6n de la mueetra 

En relaci6n a la muestra escogida para la Encuesta, la fdrmula 
b6sica usada para el c6lculo el tamafio de &tat es la siguiente: 

n = z 2  (pq) /dl 

Donde n = el tamafio de la muestra; z = la certeza estadistica 
escogida; p = la tasa estimada de la intervenci6n o prevalencia; q 
= 1 - p; y d = la precisi6n deseada. 

La certeza estadistica escogida, llzll, es de 95% del limite de 
confidencia, o 1.96. Los dem6s requerimientos para el tamafio de la 
muestra utilizado en la encuesta, toman en cuenta mdltiples 
intervenciones y prevalencias de supervivencia infantil y salud 
materna. Por lo tanto, el tamafio de la muestra fue seleccionado 
dentro de 10s requerimientos de la intervencidn hipotgtica que 
necesita la muestra, o la frecuencia, m6s grande para asegurar 
confianza en 10s resultados: el valor "pN fue definido como esta 
intervenci6n. En el caso especifico de la zona de trabajo de PLAN 
Austro, se tom6 como la intervencidn de referencia 10s pargmetros 
estgndar de la prevalencia estimada de ser la tasa m6s grande, la 
de 50%, o .5. El valor "d", la precisidn deseada, o el margen de 
error aceptado, depende del propdsito de la encuesta. En este 
caso, con el objetivo de encontrar y evaluar tasas epidemioldgicas 
estadisticamente confiables para un estudio con fines de 
planificacidn, seguimiento y evaluaci6n, se tom6 la precisi6n de 
1 0 %  o 1 .  Asi que: 
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Esta es la cantidad establecida como estiindar para un muestreo 
aleatorio simple. El modelo original elaborado por la OMS, para 
las encuestas corno parte del Programa Ampliado de Inmunizaciones, 
era de 210 cuestionarios, tornando en cuenta 10s posibles sesgos por 
10s efectos de un muestreo por conglomerados (tal corno detallado 
abajo) : se dobld el muestreo simple, con el aumento de otros 
individuos para llegar a una cantidad divisible por 30 
(conglomerados) . Un total de 300 cuestionariss en la muestra era 
designado despugs, para compensar por 10s otros indicadores e 
intervenciones afiadidos en una encuesta de conocimientos, priicticas 
y coberturas. 

Los limites de confidencia estimados se calcularon usando la 
siguiente fdrmula: 

95% limite de confidencia = p z l/(pq/n) 

Donde p = la proporcidn en la poblacidn; z = el valor constante de 
acuerdo a la curva normal estadistica (1.96); q = 1 - p; y donde n 
= el tamafio determinado de la muestra. Aqui tambign se toma en 
cuenta el efecto de la rnuestra por conglornerados, corno detallado 
abajo. As5 que: 

C. Selecci6n de la muestra 

La tgcnica establecida por la OPS/OMS para la rnuestra en encuestas 
epidemioldgicas de programacidn y evaluacibn, es la de un conjunto 
de grupos supuestamente homogeneos, dentro de la poblaci6n meta, 
que se designan llconglomeradostl. La muestra est5 en dos etapas con 
probabilidades iguales; es decir que cada nifio menor de dos afios y 
sus madres tuvieron una probabilidad idgntica y conocida de ser 
seleccionados a la muestra. La cantidad minima recomendada para 
obtener resultados estadisticamente confiables en una muestra por 
conglomerados, corno detallado arriba, es de 300 encuestas, 
repartidas entre 30 conglomerados; o Sean, en este caso, encuestas 
con 10 madres con nifios menores de dos afios en cada conglomerado. 
Un muestreo de esta forma es igual de confiable corno otro a1 azar, 
per0 aunque se requiere un tamaiio de encuestas m6s amplio en 

-- 
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compensaci6n por escoger a 10s individuos dentro de grupos, y no 
cada uno a1 azar, el proceso del estudio resulta ser menos costoso 
en tiempo y recursos econdmicos: no existe la necesidad de repetir 
la seleccidn aleatoria de 10s individuos, un total de 96 veces. 
Tambign, la muestra provee datos basados en la misma poblacidn, y 
sin la necesidad de tener un padrdn de 10s individuos. Sin 
embargo, hay que reconocer que el propdsito de una encuesta de esta 
naturaleza es para 10s fines de planificacidn, evaluaci6n y 
aplicacidn inmediata, y no para que sea una investigacidn 
cientificamente formal. Se puede sefialar sus desventajas como la 
posibilidad de sobreestimar algunas prevalencias; reducidos limites 
de confidencia en las sub-muestras; y su debilidad a1 hacer 
comparaciones entre 10s conglomerados: 10s resultados son m6s bien 
globales . 
Las unidades primarias de las dos etapas de la muestra --las 30 
comunidades de la regi6n incluidas en la muestra-- f ueron 
seleccionadas por un muestreo sistem6tic0, incluyendo a1 total de 
las 111 comunidades donde trabajo PLAN Austro. Este proceso se 
realizd en base a la poblacidn respectiva de cada comunidad, y 
utilizando el programa de computaci6n COSAS v.4 en su mddulo 
COSTAT, que sigue la misma tgcnica que usa la OMS: ordenar todas 
las comunidades incluidas en la zona de trabajo, y contar por un 
interval0 de muestreo calculado por el nGmero total de habitantes 
sobre el ndmero de conglomerados a incluir, comenzando con un 
nfimero aleatorio. 

D. Conduccibn de 10s m6todos de investiaacibn 

El levantamiento de datos de la Encuesta se realiz6 en cuatro dias 
consecutivos, del 11 a1 14 de julio de 1996. Se logr6 conseguir un 
total de 292 cuestionarios vdlidos para procesar, de todas las 
comunidades; ocho menos de la cantidad meta. Existian ,errores 
menores en algunos cuestionarios, por descuido del encuestador o 
digitador; sin embargo, ninguno de ellos era tan grave que fue 
necesario la anulacidn del cuestionario respectivo, despu6s de las 
revisiones y la limpieza de datos. 

E.' Procesamiento y anglisis de 10s datos 

Los datos recopilados por la encuesta, fueron entrados y analizados 
en el paquete de computacidn Epi Info v.5.Olb. Se procesd la 
distribucidn de frecuencias para cada pregunta de la encuesta. En 
unos casos se hicieron tablas cruzadas, para conseguir indicadores 
de segundo orden. Tambign se elaboraron unos grdficos relevantes, 
utilizando el programa Harvard Graphics. 
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RESULTADOS 

Las respuestas y datos que siguen corresponden a las preguntas 
principales de la Encuesta sobre Conocimientos, Pr6cticas y 
Coberturas en Supervivencia Infantil y Salud Materna. Algunas de 
las preguntas no fueron contestadas por todas las madres 
encuestadas, mayormente porque no eran apropiadas (debido a un 
I1saltou; por ejemplo, una pregunta referente a las diarreas, si el 
nifio no habia tenido ning6n caso de diarrea bltimamente) ; as5 se 
crearon algunas sub-muestras, con sus consecuentes variaciones en 
10s limites de confidencia. 

Los resultados de 10s 292 cuestionarios procesados estsn a 
continuacibn. La estructura del an6lisis sigue el orden de 10s 
temas principales de la encuesta. 

1. Datos crenerales 

Los siguientes datos, de cardcter socio-econbmico, proporcionah un 
marco general de las madres, en cuanto a tales factores como sus 
edades, sus niveles educativos, y otras personas quienes cuidan del 
nifio . 
1.1. Edad de la madre. La edad promedio de las madres encuestadas 
es de 27.6 afios cumplidos, con una desviacibn est6ndar de 7.35. En 
10s limites de la muestra, habian dos madres de 15 aiios y una de 49 
aiios: ellas se coinciden con 10s tambien limites de la llamada 
edad fertil (15-49 afios), y sobrepasan a 10s parsmetros de 10s dos 
grupos de m6s alto riesgo por edad, en cuanto a la salud materna: 
las menores de 18 afios y las mayores de 35 afios. Especificamente, 
dentro de este grupo de alto riesgo habia un total de 74 mujeres 
(25.3%) en la muestra: 19 mujeres de 18 afios o menos, y 55 de 35 
afios de edad o m6s. 

La tabla de 10s resultados est5 a continuaci6n: 
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hadro 1. 
Cdad de 
-a madre Frec. Porc. 

-- 

Acum . 

1.2. Nivel de educaci6n alcanzado. Efectivamente, mds de la mitad 
de las madres encuestadas, 151 mujeres (51.7%), reportaron que no 
habian tenido ningtin nivel de educaci6n formal, o que no habian 
terminado con la escuela primaria (ver Grsfica 1). Tomando en 
cuenta que ellas en muchos casos pueden ser analfabetas 
funcionales, se podria. postular que existen niveles de 
analfabetismo femenino elevados. Sin embargo, una mayoria de 242 
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mujeres, o 82.9%, si pudieron leer una escritura sencilla, mostrada 
para ellas durante la entrevista. La categoria de "primaria" era 
definida como todos 10s cursos hasta sexto b6sico. 
La tabla de 10s resultados est6 a continuacibn: 

Cuadro 2. Nivel de educaci6n 

Ninguno 
Primaria incompleta 
Primaria completa 

1 Secundaria incompleta 
Secundaria completa o m6s 

- - -- - 

Frec. Porc. Acum . 
38 13.0% 13.0% 
113 38.7% 51.7% 
110 37.7% 89.4% 
22 7.5% 96.9% 
9 3.1% 100.0% 

1.3. Edad del nifio. La edad promedio de 10s nifios en la encuesta 
es de 11.3 meses cumplidos, con una desviacidn est6ndar de 6.38. 
La edad "0" indica que el nifio tiene menos de un mes cumplido. 

Total 

La tabla de 10s resultados est6 a continuacibn: 

292 100.0% 
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1.4. Cuidado del nifio. Menos de la mitad de las madres (43.5%) 
llevan sus hijos con ellas, cuando salen de sus casas. Otras 
personas quienes cuidan delnifio incluyen mayormente a 10s hermanos 
mayores y otros parientes; sin embargo, muy pocos esposos o 
compafieros se encargan del cuidado de sus hijos (1.4%). 

Nifio va con la madre 
Esposo/compaliero 
Hermanos mayores 
~buelos/~arientes 
Amigos/Vecinos 
Guarderia 
Nadie (se queda solo) 

Cuadro 5. Persona que cuida 
del nilio 

I Total 1 292 100.0% 

Frec . Porc . 

Lactancia materna, alimentaci611, v control de crecimiento 

Se les preguntd a las madres en la encuesta de sus prscticas 
dominantes, en cuanto a la lactancia materna y la alimentacidn 
complementaria con sus nilios: 

2.1. Lactancia actual. Un total de 241 madres (82.5%) , reportaron 
en esta pregunta de la encuesta que estaban dando sen0 a sus nifios 
actualmente. 51 madres (17.5%) ya no estaban dando de mamar, o 
nunca lo habian iniciado. 

2.2. Destete. Tomando en cuenta solamente a las 51 madres que ya 
no estaban dando pecho a sus hijos, el promedio del destete es de 
10.9 meses. 

Los resultados de la encuesta en referencia a 10s meses del 
destete, son 10s siguientes: 
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tenian un peso dentro de lo normal; 52 (29.4%) estaban registrados 
con un peso debajo de lo normal; y 6 nifios (3.4%) estaban 
registrados con un peso por encima de lo normal. 

El limite de confidencia para esta pregunta de 10s nifios pesados, 
es de .43 s p s .57. 

3 .  Inmunizaciones 

Las coberturas de inmunizaciones analizadas son de acuerdo a 10s 
carnets de salud infantil, para 10s 213 nifios (madres) que lo 
tenian para presentar en la encuesta. Entre 10s nifios de 0 a 11 
meses de edad, un total de 109 (71.2%) de ellos tenian carnets; y 
de 10s nifios entre 12 a 23 meses, un total de 104 (74.8%). Se 
analiza por vacuna y por rangos de un afio de edad, tomando en 
cuenta a1 total de niiios vacunados (con carnet) sobre el total de 
nifios (madres) encuestados. 

3.1. BCG. 191 del total de 292 nifios de la encuesta (65-.'4%), 
podian presentar un carnet de inmunizaciones con la vacuna BCG, 
contra la tuberculosis, registrada. 68.3% de 10s nifios entre 12 a 
23 meses tenia la vacuna BCG. 

Cuadro 9. 

3.2. OPV. 119 del total de nifios (40.8%) tenian carnets con la 
serie completa (tres dosis) de la vacuna OPV, contra la 
poliomielitis, registrada. 61.2% de 10s niiios entre 12 a 23 meses 
tenia la dosis completa de la vacuna OPV. La tasa de abandon0 
entre 10s nifios de 12-23 meses, de la primera a la tercera dosis de 
la vacuna OPV, es de 10.5%. 

La tabla es t5  a continuacih: 

nifios 

153 

139 

0 a 11 meses 

12 a 23 meses 

Total 
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Dosis 
Unica 

96 

95 

191 

% 

62.7 

68.3 

65.4 



Cuadro 10. 

Ant ipolio % 3ra % niiios 

0 a 11 meses 22.2 153 

12 a 23 meses 95 68.3 85 61.2 139 

Total' 

3.3. DPT. 115 del total de nifios (39.4%) tenian carnets con la 
serie completa (tres dosis) de la vacuna DPT (difteria, pertussis, 
tgtanos) registrada. 61.9% de 10s niiios entre 12 a 23 meses tenia 
la dosis completa de la vacuna DPT. La tasa de abandon0 entre 10s 
nifios de 12-23 meses, de la primera' a la tercera dosis de la vacuna 
DPT, es de 9.5%. 

Cuadro 11. 

3.4. Saram~i6n. 89 del total de 292 nifios de la encuesta (30.5%) , 
podian presentar un carnet de inmunizaciones con la vacuna contra 
el sarampi6n registrada. 5 5 . 4 %  de 10s nifios entre 12 a 23 meses 
tenia la vacuna antisarampionosa. 

Cuadro 12. 

Total 
nifios E l  
153 

139 

piq 

0 a 11 meses 

12 a 23 meses 

Total 
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55.6 

68.3 

61.6 

85 

95 

180 

0 a 11 meses 

12 a 23 meses 

3ra 

29 

86 

115 

Dosis 
Unica 

12 

77 

% 

19.0 

61.9 

3 9 . 4  

Total 

% niiios 

8 9  3 0 . 5  

7.8 

55.4 

153 

139 



3.5. Dosis com~leta. En referencia solamente a 10s niiios de 12-23 
meses de edad, un total de 73 (52.5%) tienen la inmunizacidn 
completa, de las cuatro vacunas. La tasa de abandon0 global para 
10s niiios de 12-23 meses de edad, es de 18.9% (calculada como la 
diferencia entre las coberturas de las vacunas BCG y 
antisarampionosa) . 

4. Enfermedades diarrgicas asudas 

4.1. Prevalencia de EDAs. Un total de 114 de las madres 
encuestadas, o 39.0%-- report6 que sus nifios estaban enfermos con 
diarreas actualmente, o durante las filtimas dos semanas previas a 
la encuesta. 54 niiios de este total eran menores de 12 meses de 
edad; o sea, 47.4% de todos 10s niiios con EDAs reportadas, y 35.3% 
de todos 10s niiios de ese grupo etario. Diarrea est6 definida aqui 
segfin el criterio de la Organizaci6n Mundial de Salud, como m6s de 
cuatro evacuaciones liquidas por dial o durante tres dias seguidos. 

El llmite de confidencia global para las preguntas de las EDAs', es 
de .41 s p s .59. 

4.2. Lactancia durante e~isodios. Tomando en cuenta a las 114 
madres quienes reportaron que sus hijos estaban con diarrea, un 
total de 18 ya no lactaban nunca a 10s nifios. Las 96 madres 
quienes siguieron lactando informaron de la siguiente forma, 
referente a la lactancia materna y la cantidad de leche dada a1 
nifio durante su episodio de diarrea. 76 madres (79.2%) continuaron 
lactando de alguna forma durante el episodio, ddndole a1 nifio la 
misma cantidad de leche o m6s, en relacidn a lo dado antes. (Ver 
Gr6fica 5, para esta y las siguientes dos preguntas). 

M6s que cuando sano 
Menos/le quit6 
Igual que cuando sano 

Cuadro 13. Cantidad de 
leche dada durante EDA 

I Total 1 96 100.0% 1 

Frec. Porc. 

4.3. Consumo de otros liuuidos. Las madres de 10s niiios con 
diarrea reportaron de la siguiente forma, referente a la cantidad 
de liquidos dada a1 niiio durante su diarrea. Esto incluye 
solamente a las madres que ya estaban dando otros liquidos como 
costumbre a1 nifio, habiendo suspendido la leche materna exclusiva; 

PLAN INTERNACIONAL AUSTRO: EVALUACION DE MEDIO TERMINO 15 



el total de estas madres en este caso era 97. 28 madres (28.9%) 
dieron menos liquidos de lo normal, a pesar de la diarrea; 69 
madres, o 71.15, dieron la rnisma cantidad o m6s. 

M6s que cuando sano 
Menos/le quit6 
Igual que cuando sano 

Cuadro 14. Cantidad de' 
liquidos dada durante EDA 

I I . . 

I Total 1 97 100 .Ok 1 
I I I 

Frec. Porc. 

4.4. Consumo de comidas. Las madres de 10s niiios con diarrea 
reportaron de la siguiente forma, referente a la alimentaci6n del 
nifio con comidas s6lidas, durante el episodio de diarrea. Tambih 
incluye solamente a las 97 madres que ya estaban dando otras 
comidas de costumbre, habiendo suspendido la leche materna 
exclusiva. 62 madres (63.9%) dieron menos comida de lo normal, a 
pesar de la diarrea; y 35 madres (36.1%) dieron igual o mAs de 
cant idad. 

-- 

M6s que cuando sano 
Menos/Le quit6 
Igual que cuando sano 

Cuadro 15. Cantidad de 
comidas dada durante EDA Frec. Porc. 

4.5. Tratamientos. Cuando se les preguntd si le habian dado 
tratamiento alguno a1 nifio con diarrea, un minimo de seis madres 
(5.3%) de las 114 respondieron que no le habian dado nada. Las 
respuestas de ellas y las otras 108 madres (94.7%) que si afirmaron 
haber dado alg6n tratamiento, fueron las siguientes (pudieron 
sefialar m6s de solamente un tratamiento) ; 51.8% habian usado alguna 
forma del tratamiento de rehidratacidn oral (TRO) , aunque no 
siempre era 10s sobres de rehidratacidn oral (ver Gr6fica 6). 

Total 

La tabla est% a continuacidn: 

97 100.0% 
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I Cuadro 16. Tratamientos para EDAs I Frec. Porc. ( 
Ningbn tratamiento dado 
Sobres de suero oral 
Suero casero 
Farmac6uticos (jarabes, pastillas, etc.) 
Medicina traditional (yerbas, etc.) 

4.6. Fuentes de auxilio. Entre las personas o instituciones 
disponibles a la gente de las comunidades, las siguientes fueron 
las opciones sefialadas por las 114 madres encuestadas, para ayuda 
exterior cuando su nifio estaba con diarrea. 20 madres (17.5%) no 
fueron a ninglin lugar con su hijo cuando tuvo diarrea, per0 94 
(82.5%) acudieron a por lo menos un lugar (pudieron indicar m6s de 
una s61a fuente de auxilio). Un' total de 72.8% de las madres 
acudi6 a algbn servicio (pbblico o privado) y alglin personal de 
salud modern0 (m6dic0, enfermera, auxiliar de enfermeria), .para 
tratar la diarrea de su hijo. 

La tabla de 10s resultados estd a continuaci6n: 

Cuadro 17. Fuentes de auxilio 
para EDAs Frec. Porc. 

Ninguna fuente de auxilio 
Hospital 
Centro, sub-Centro, puesto de salud 
Voluntario de salud 
Mgdico, clinica particular 
Curandero 
Farmacia, botica 
Parientes, amigos, vecinos 

4.7. Reconocimiento de siqnos v sintomas de qravedad. A todas las 
madres (con o sin un nifio con diarrea), se les pregunt6 que signos 
o sintomas de gravedad de la diarrea, les harian pensar que el nifio 
pudiera estar en peligro, y asi con la necesidad de buscar alguna 
ayuda externa (ver Gr6fica 7). La respuesta m6s comdn como causa 
de preocupacibn, era la misma duracibn de la diarrea (55.1%); 6sta 
fue seguida por algdn signo de deshidratacidn (47.3%) ; y despu6s la 
pgrdida de apetito (40.1%) y alguna condicidn de debilidad en el 
nifio (39.7%) . En la categoria de "otros", se incluyen tos tales 
respuestas como umolestoso~ y llllora muchou, y tambign referencias 
a la palidez y que "se pone amarilloN, esto evidentemente debido a 
10s mensajes en cuanto a1 cdlera. 

- 
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Las condiciones identificadas por las madres. fueron las siauientes 
4 

(era posible seiialar m6s de una s61a opci6n) : 

Cuadro 18. Signos y sintomas 
de EDAs 

Vdmitos 
Signos de deshidratacih 
Diarrea prolongada 
Sangre en las heces 
No come ni lacta 
DBbil, desganado 
Fiebre 
Otros 

- - 

Frec. Porc. 

- 

5. Infecciones respiratorias asudas 

madres 5.1. Prevalencia de IRAs. Casi la mitad, 145 de las 
encuestadas (49.7%), reportaron que actualmente sus nifios estaban 
con alguna clase de tos, o que la habian tenido durante las dos 
dltimas semanas previas a la encuesta. Tomando en cuenta solamente 
a estas 145 madres, un total de 109 (75.2%) de ellas afirmaron que 
su nifio tambien habia sufrido de problemas como la respiraci6n 
r6pida o el ahogo, unos signos de posible gravedad. En referencia 
a1 total de 292 nifios, el porcentaje es de 37.3% reportando esta 
condici6n. 

El limite de confidencia para las siguientes preguntas en 
referencia a las IRAs, es de .41 s p s .59. 

5.2. Fuentes de auxilio. Entre las posibles personas o 
instituciones, las siguientes fueron las opciones de ayuda 
sefialadas por las 109 madres que tenian un nifio con tos y otros 
problemas respiratorios. 29 madres (26.6%) no fueron a ningdn 
lugar con su hijo cuando tuvo el problema respiratorio, per0 80 
(73.4%) acudieron a por lo menos un lugar (las madres pudieron 
indicar m6s de una s61a fuente de auxilio). 
Un total de 62.4% de las madres acudid a algdn servicio (pbblico o 
privado) y algbn personal de salud modern0 (m6dic0, enfermera, 
auxiliar de enfermeria) , para ayuda con el problema respiratorio de 
su hijo. 

La tabla est6 a continuaci6n: 

-- 
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Cuadro 19. Fuentes de auxilio 
para IRAs 

Ninguna fuente de auxilio 
Hospital 
Centro, sub-Centro, puesto de salud 
Voluntario de salud 
Medico, clinica particular 
Curandero 
Farmacia, botica 
Parientes, amigos, vecinos 

Frec. Porc. 1 

5 . 3 .  Tratamientos. Las respuestas de las 109 madres con un nifio 
con tos y problemas respiratorios, que si afirmaron haber dado 
algfin tratamiento --a pesar de la recomendacibn, que hay que llevar 
a cualquier caso de IRA a1 servicio de salud inmediatamente-- 
fueron las siuuientes. La m6s frecuente, con 90 respuestas 
(82.6%) , eran 1;s remedios caseros, o la medicina tradicional. 
posible sefialar m6s de un s61o tratamiento. 

Era 

I I Cuadro 20. Tratamientos para IRAs ' 1  Frec. Porc. 

FarmacButicos (jarabes, pastillas, etc.) 
Medicina tradicional (yerbas, etc.) 
Lactancia continua 
Alimentaci6n continua 

5.4. Reconocimiento de sisnos v sintomas de qravedad . A todas las 
madres (con o sin un nifio con tos u otras problemas respiratorios) , 
se les pregunt6 que signos o slntomas de gravedad de las 
infecciones respiratorias, les harian pensar que el nifio pudiera 
estar en peligro, y asi la necesidad de buscar alguna ayuda externa 
(ver Gr6f ica 8) . 
Las condiciones de alarma identificadas por las madres, fueron las 
siguientes. Las mds comunes eran un aumento en sus dificultades 
respiratorias (59.2%) , f iebre (42.8%) , una pgrdida de apetito 
(38.7%), y la somnolencia (27.1%). En adicidn, entre la categoria 
de uotrosll, se incluyen mayormente a algdn cambio del 6nimo en el 
nifio ("lloraI1 o "molestoso"), y despugs vdmitos y I1mucha sed". En 
esta pregunta era posible nombrar mbs de una s61a opcibn. 

La tabla est5 a continuacibn: 
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Cuadro 21. Signos y sintomas 
de IRAs 

Respiracidn rdpida o agitada 
Retracciones inter-costales 
Somnolencia 
No come ni lacta 
Convulsiones, ataques 
Sibilancias, ronquidos 
Fiebre 
Otros 

Frec. Porc. 

IV. CONCLUSIONES Y RECOMENDACIONES 

A. Conclusiones 

A1 analizar 10s resultados de la Encuesta de Conocimientos, 
Prdcticas y Coberturas para la Evaluacidn de Medio Tgrmino, se 
puede identificar varias tendencias de salud, en las cuales PLAN 
Internacional Austro puede enfocar su trabajo para la continuacidn 
del proyecto. Existen muchos avances desde 1994, como se ha visto, 
per0 todavia falta mucho que hacer. Tambien, hay que reconocer la 
posibilidad de un algdn efecto sobre 10s resultados, para 10s fines 
de comparar entre la Linea de Base y la Evaluacl6n de Medio 
Tgrmino, debido a la incorporacidn de nuevas comunidades en el 
programa de PLAN Austro (en particular, una mayor cantidad de 
comunidades indigenas). 

1. Lactancia materna, alimentacibn, y control de crecimiento 

En el aspect0 importante de la lactancia materna, la poblaci6n 
femenina de la zona muestra unas tendencias conformes con las 
normas fijadas internacionalmente, per0 tambien existen conflictos. 
Si bien el total de 241 madres (82.5%) todavia lactando a sus hijos 
antes de que ellos cumplan dos aiios es alto, no es lo bptimo: 
todos 10s nifios menores de dos afios --o sea, la muestra de la 
encuesta-- deben estar todavia lactando, seg6n 10s actuales 
criterios internacionales. La edad promedio del destete, a 10s 
10.9 meses, es un punto de enfoque para la educacidn en la 
nutricidn y salud infantil. Sin embargo, tambi6n hay que destacar 
el increment0 desde 25.0% en la Linea de Base (19941, a 54.8% en 
1996, en referencia a 10s ni5os mayores de 20 meses, que siguen 
lactando. 

La prdctica dominante de la mayoria de las madres, de introducir 
otras comidas a1 nifio por primera vez empezando a partir de 
aproximadamente 10s cuatro meses (promedio 4.6 meses) , es adecuado; 
per0 el hecho de que 68.4% de las madres indican que introducen las 
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comidas complementarias antes de 10s seis meses, puede ser 
demasiado temprano. Se debe considerar la necesidad de enfocar m6s 
educacidn en 10s beneficios de la lactancia materna exclusiva hasta 
10s seis meses, y que no es siernpre lo aconse jable introducir otras 
comidas y/o liquidos antes. 

La tendencia de iniciar la lactancia materna dentro de las primeras 
ocho horas despues del nacimiento, es un aspecto fuerte que se 
percibe entre las madres, aunque todavia 25.7% de ellas esperan 
demasiado tiempo. Sin embargo, segdn 10s datos de 1994, se ha 
logrado un mejoramiento en cuanto a este indicador, desde un 54.3% 
de las madres, y hasta que aparentamente supera la meta original 
(del D I P )  , de 65.0%. 

Un aspecto positivo es la cantidad de carnets de salud infantil 
entre las encuestadas, aunque todavia mds de una cuarta parte de 
10s nifios faltaba este documento. Tarnbien, 10s datos indican que 
el programa de control de crecimiento y desarrollo del niiio en la 
regi6n es mds o menos adecuado. Sin embargo, y no importa cual sea 
la razdn, el personal de salud responsable --10s m6dicos, 
enfermeras, auxiliares de enfermeria-- deben poner m6s gnfasis en 
este componente vital de la supervivencia infantil, a1 tomar en 
cuenta que se puede calificarlo como el "carnet de identidad" del 
nifio. 

Tomando en cuenta las coberturas de inmunizaciones examinadas, 
estratificadas por 10s rangos de edad, se puede sefialar niveles m6s 
o menos regulares, para todas las vacunas; sin embargo, no hay 
cambios sustanciales en la cobertura (desde 1994) , y' alcanza el 
nivel de la meta original de 60.0% de cobertura en la tercera dosis 
de OPV3 o D P T 3  : quizds habria que pensar en la modif icaci6n de las 
metas originales, para arriba. Sin embargo, se puede considerar 
que adn m6s importante es la posesidn del mismo carnet de salud 
(como seiialado arriba), para poder verificar y asi contar las 
inmunizaciones administradas. 

La antisarampionosa en particular es baja entre 10s niiios mayores, 
de solamente 55.4%. En esta cuestidn de las coberturas, tambi6n es 
necesario considerar tales factores como las distancias para 
recorrer, 10s modos de transporte disponibles y la concientizacidn 
de la poblaci6n en la necesidad de acudir para las vacunas, y 
volver despuds para completar las dosis. En referencia a lo 
dltimo, es posible destacar que las tasas de abandono individuales 
son minimas, indicando un adecuado seguimiento de 10s niiios ya 
vacunados, aunque la tasa de abandono global es mSs elevada (l8.9%, 
entre 10s nifios de 12-23 meses). 
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3 .  EDAs e IRA6 

En cuanto a las enfermedades diarrgicas agudas, la cantidad de 
leche materna y liquidos dada a1 nifio con diarrea es generalmente 
suficiente --con la excepcidn de 10s alimentos sdlidos dados, algo 
bajo en 36.1%. Sin embargo, no se percibe mucho cambio en estas 
tasa, desde 1994. Aunque algunos aspectos claves de las EDAs son 
reconocidos, es tambien aparente que no existe una conciencia 
cornpleta de,los factores de riesgo de las diarreas 
--10s signos y sintomas-- entre las madres, asi exponiendole a1 
nifio enfermo a1 riesgo de un trastorno peor. Se puede destacar la 
acudiencia a 10s centros de salud en casos de diarrea, per0 no 
tanto el uso regular de 10s mgtodos de la rehidratacidn oral; esto 
se ha aumentado en algo desde 1994, per0 todavia falta mucho. 

La falta de reconocer o poder nornbrar m6s de 10s signos de riesgo 
en ambas las EDAs y las IRAs --mayormente 10s signos de la 
deshidratacidn o problemas serios de la respiracibn-- asi puede ser 
critico. Si bien existe un conocimiento y uso de 10s remedios 
caseros que muchas veces pueden ser de provecho, tambien hay'que 
educar en la necesidad para otras formas de tratamiento y atenci6n 
adecuadas. Es imprescindible reconocer que, a pesar de la aparente 
acudencia a 10s servicios de salud para arnbas enfermedades, como 
seiialado arriba, con frecuencia 6sta no se realiza en su debido 
tiempo; esto se ve con m6s urgencia en el caso de las IRAs. Corno 
resultado, siguen 10s indices demasiado elevados de morbirnortalidad 
de las EDAs e IRAs, porque la madre espera demasiado antes de 
buscar atenci6n externa. 

Parad6jicamentet aqul tambign se puede notar la posible sobre- 
dependencia en algunos casos en 10s medicarnentos farmac6uticos. 
Muchas personas ya tienen en sus casas un mini "stockg de 
medicamentos, siendo estos uno de 10s tratamientos m6s frecuentes 
para ambas EDAs e IRAs, y tambign se les utilizan para toda una 
garna de enfermedades, sin las indicaciones o seguimientos 
correctos. Habrd que investigar m6s a fondo la prevalencia del 
autodiagndstico y el uso de medicamentos quiz6s no recetados, y con 
frecuencia indebidos. 
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I. INTRODUCCION 

L a  Encuesta sohre Cotlocin~iel~tos, PrcicLicas y Cobe~rtu~:as ell 
Supervivencia Inf a n t i 1  y Snlud Materna, l:iene conlo su ohjel:i.vo 
pr incipal .  l a  recolecci611 de i.nclj.catloras y clatos especiE.i.con de .1;1 
salucl, refesetlte:; n 1.a pobl.aci611 que a t i e ~ l d e n  1.0s p~:c)g~:a~i~as d~ I?l,AN 
Ir l ternacional  Austro.  Estos il~clicadores so11 r e l a t i v o s  a ].as [:asas 
y e s t a d i s t i c a s  v i t a l e s ,  que comprenden un aspecto  j.nportante ell l a  
p l a n i f i c a c i d n ,  seguinliento y e v a l ~ ~ a c i d n  d e l  progralna de sa1u.d que 
s e  r e a l i z a  PLAN A ~ s t r o  e n  l a s  provincias  de Az~iay y Cafiar. 

La  Gu~uestc?,  U I I  ccj t ud io  dc ~ m t u r a l e z a  cuanl:i t a t i v a ,  d e l x  provaet: 
ulla f u e ~ i t e  de cla t-or; sobre i~iclj.cadorer; enpeci i:icos, y Lat11l)i611 
coi~ocinricntos y p r6c t i cns  de salucl, e ~ l t r e  l a  poblacibu nleta: . l . i l ~  
nratlres y sua nifios tni?norar; cle clos niion cle cclnd ell las zoliar; clcl. 
t r a b a j o .  LOG ~-esi11 tar3c)s oht;en.idos por la Bl~cueata no11 
prillcipalinetlte ~ I : A  cstabl.ece1: j.11Eonnacj.611 pal-a los i~~clj.cndoxes dr:! 
I;~~polrvj.vellcj.a I : I I I . J .  y Sa111c.l Mnttrna y suc .i.llterve~~c:jolir>r; 
~:cspcctj.vac;, y para ob:;ai:vai:. .La L t ? t ~ ( h i ~ j . n  tle e s t o s  dul:c?tlte 3;1 vi.tlii 
d e l  proc~ranlc? . Dcbul~ SCI.-vir ),)arc7 1.a plc711j.Eicaci611 dt? .I.;I:: 
ac t iv idades  de s a l u d ,  l a  toma Be dccisionea y ,  con uti seguj.rl~iellto 
adecunclo, para  medir y eva luar  nlejor 10s progresos y / o  r e t r a s o s  y 
ac  t iv idndes  dcl. progranla diira11l:a s u  t rauncurso . ' I ' a in l~ j .~~~ ,  1.0s c.lr71,os 
de conocitnientos y cree11cj.a~ puerleli s c w i r  para e l  establecj.m.i.e~~l:o 
de 0 j v o  1u5s dj .rectos y r e a l i s t a s  ; pa~-a c0111prr7ra1: C:OII 1.0s 
r e su l t ados  de  evaluacj.ol~cs fu tu ras  y pe r i6d icas  de l  programn; y 
para o r i e n t a r  e l  enfoque d e l  diseiio de niater ia les  y ~nensajer; 
educat ivos .  

Asi, 10s o b j e t i v o s  p r i n c i p a l e s  de l a  Encuesta s i r v e n  para proveer 
inforniacidn re l evan te  de l a  salud de l a  poblaci6n nleta, de  l a  
s i g u i e n t e  nianera: 

1. Evaluar 10s iltdi.cadores y est l ra tec~ias  de  salucl basados ell: 

1 . :L . Los co~locj.ulienl:or; y op.i.~l.ione:.; que ].as n~aclren c l e  J.c)r; 1 1  .i iir):: 
menores de  dos aiios t i e n e ~ i  respecto  a,, prinlero, ].as 
mayores anlenazas a l a  salud de  s u s  riifios y ,  segundo, la!; 
formas de  preveni r  l a s  enferniedades, o por l o  1uc11os 
m i  t i g a r  l a s  consecuencias . Estos conocimientos y 

- - 
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1 . 4 .  Estirnacidn de l a  prevalencia de e~ifern~cdades d ia r r&icas ,  
y sintotnas eonipnLi.hies con l a s  i~iEec:cioues respiratoria:; 
agudas, ell la:; ~10s se~ila~las pi~evias a1 eriLuc1.i.o. 

1. G . Conocimj.cntos de algtl~los te~uas tle lr7s e~lf:e~:nicd,-ide:; 
seximlmente transmil: idas, pri~rcipnlmente e l  !;IDA, y el 
cuidado del  cdliccc de l a  m u j e r  . 

METODOLOGIA 

A .  fl8 todoa de_knvea tisaci6n 

E l  cuestionario u t i l i zado  en l a  E~lcuesta sobre Conocimiel~l:os, 
Prdcticas y Coberturas en Superviverlcia In fan t i1  y Salud Matema, 
para e l  levantanliento de clatos cuant i ta t ivos  --o sen, su 
instrumento pr incipal  de investigaci6n- - fue  ' disefiado para 
recolectar  inEormaci6n relevante para l a s  intervenciories actuales 
y propuestas de l  program de sal.uc1 cle PLAN Interlmcional Auntro. 

Las preguntas d e l  cuestionario ds l a  Encuesta se basall ell var i .os 
indicadores de l a  salud materrlo-inEanti1, 10s cuales tienen que ves 
con 10s indicadores propuestos por PLAN Austro (ver  Anexo A ) .  131 
cuestionario misrno ( v e r  Anexo' E3) , colisiste de preyuntas dir iyidas  
a l a s  ~nadres de niiios menores de clos afios de d a d .  Los tentas deL 
c\iestionario, La1 conlo l a s  mir;nias preguntas, se basan en UII 11todr2l.o 
clesarrollado anteriormente por l a  Univeraidad Johns I k ) p k j . ~ ~ s  
(Bal tirnore, Es taclos Ul~i.clos de Mortealn6rj.ca) ; e s t e  tlroclel o ya s i r v e  
como un t i p o  estandarizado para 10s programs cle supervivellcic? 
infar l t i l  y salud materna, a trav6s de experiencias en varios paiscs 
con t a l e s  ins t i tuc iones  conlo l a  Organizaci6n Mundial de ].a Salud 

- - 

PLAN INTERNACIONAL AUSTRO: EVALUACION DE MEDIO TERMINO 2 

BEST AVAILABLE COPY 



I :;ecc:io~ie:; rle L I i . :  0 I ~ l l ) i l ( i I  I l a  :; ~ ~ : J I I  i , : I I I  

IJilLClS ~ J ( ? I I ~ ? J . ' ~ I ~ , C : ;  (If.: J .<I  l l l t ~ ( l l - i ?  

Lactc?11c:.ic7 nmter~ln, nlitnr-?1il:ac:i611 del 11iiio 11 co~ll:.t:oJ. tit! 
c~.-ecilni.~~~Lo 
I~lnluniznciolles ( P A I )  
Enf  emedades diarr6icas  agudas ( D D A s )  
Infecc iones  r e s p i r a t o r i a s  agiidas (IRAs) 
Salud materna 
Espacian~iento de embarazos 
S I D A  y ccincer en l a  ~nu j&~-  

Dol-rde 11 = e l  tamaiio de l a  muesLra; z = l a  certeza estaclistica 
escogida; p = l a  taoa estirnada de l a  intervenci6n o prevalencia; q 
= 1 - p; y d = l a  precisi6n deseada. 

La cer teza e s t ad i s t i ca  escogida, " 2 "  , es  de 95% del l imite  de 
confidencia, o 1.96. LOG de~ntis recjuerimie~itos para e l  tamafio de l a  
rnuestra u t i l i zado  ell l a  elicuesta, tommi en  cuenta rnG1tip:l.e~ 
intervenciones y prevalencias de supervivencia infanbil  y salucl 
materna. P o r  l o  tanto,  el tamafio de l a  muestra Cue seleccionado 
clentro de 10s reyuerimientor; cle l a  :inLervencibn hipot.6ki.cn qtle 
necesita 1.a muestra, o l a  frecuencia, ~n&s grande para asequ1:aL 
confianza en 10s rcsultados:  ' e l  va lo r  l lpl t  file defii l ido cotno c+-il:a 
iiltervenci.611. En e l  caso especifi  co cle l a  zoila de Lraba jo (IF! IJIIAEJ 
Austro, se to1116 como l a  i.nLc.cvcliei611 de r e l e r e l ~ c i a  10s par61wL1 or: 
est6ndar de l a  prevalencia estirnada Qe se r  1.a tasa  ra6s yrande, Ja 
de 50%, o . 5 .  E l  valor "d" ,  l a  precisi6n deseada, o e l  trial-gel1 de 
e r ro r  aceptado, depende del. prop6sito de l a  encuesta. E n  est:e 
caso, con e l  objet ivo de e~lcolitrar y evaluar tasas  epidemic)l6gics:; 
estadisticarnente confiables para un estudio con f ines  de 

PLAN INTERNACIONAL AUSTRO: EVALUACION DE MEDIO TERMINO 3 



planiEicac i6n ,  segu in~ ien to  y evaluaci6n, se to1116 l a  precis i611 dc 
100, o . l .  A s i  q u e :  

Donde p = l a  proporci6n en l a  pohlnci61l; z = e l  v a l o r  coilstallte cle 
acuerdo a l a  curva 11or111i-71 estadf.stj.ca (1.9G) ; y = 3. - p; y d o ~ ~ l c  11 

= el  Lamafio det:errni~mlo cle l a  ~nuezitra. Aqili I:atnbi€!li c;e t o m  ell 
cuelita e l  af e c t o  de l a  a~ues t r a  por c!o~rylon~erados, conlo deLallndo 
almjo. Asi clue: 

I a  t6cnicc7 establ-ecida por l a  OPT;/OMS para l a  11iuestrr7 en e~i(:t~esI..;~!: 
cpiiiemic)lbgicc7s cle p~:og~rnnlc?cih y evaI.i1aci611, es l a  rle rill toll jli111.r.) 
t le grupos s u p u c o t i i ~ ~ ~ e ~ ~ t e  Ironrog&tir:!or;, tle111: ro tle .la pol11 acj.611 ~lrr-!I.;i, 
clue ce des.i.gnan "coliylomerados". La a i u e s t r n  estri en clos ekaj.);~r; r:wl 
probabi l idades  i g u a l e s ;  es d e c i r  yue cada niiio nlenor de  dos aiios y 
sus  lnadres tuvieron  una probabilidad iclentica y conocida c3e s e r  
seleccionados (I l a  muestra. La cantidaci minima recorneudada para 
obtener  r e s u l t a d o s  es tadls t icamente  conf iables  en una muestra pol: 
co~igloinerados, como d e t a l l a d o  a r r i b a ,  es de 300 e11cuesLari; 
r e p a r t i d a s  e n t r e  30 conglornerados; o sean,  en e s t e  caso,  encuestas 

-- 
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Las unidades primarias de l a s  dos etapas de l a  muestra - - l a 5  3 0  
conrunidaden de la regi6n i11cI.uidas ell l a  tiluestra- - ~~lert j11 
ue3.c~:c:i.o1inclnr;; L)OI: 1111 nrtlc!;L~:f?o ~;i.r;l:~~nfil:ico, i.~wl.t~yc-?~~clo i1.1 l'Ol:ii I ( I t !  

la:; 111 corniit~idarlc:.; do~lclc L1:;lbn-j o I!LAN Ausl:  1-0 (vet: Aricxo C ' )  . I:::;[ i: 

proceso se rea l izd  en baac a I n  poblaci.61i rc:;pe-?cLiva de cndi.t 
comunidad, y u t i l izando e l  program de cot~iputacj.bri COSAS v.4 ell s1.1 
nlijdulo COSTA'I', que sigue l a  111is1na t&cnica que usa l a  OMS : ortleliar 
todas las comunidades iucluj.das cn l a  zoi~a de t r a b a j o ,  y coiltar par 
tit1 in tervalo de mliestreo cal.culado por e l  nbtnero t o t a l  d~ 
habitantes sohre e l  liri~ncro de conglomcrados a itrcl.uir, conrenzntrdo 
con 1111 tlhucro alento1:io. 

E l  I.evarlCc71nicnto de datos cle J.a 131icuesLa se rea1.izi) ell cus7I:ro dii~:; 
consectltj.vos, del. 11 a1 1 4  de j u l . i o  clc 189G. (Para e l  pr.-occ-?no 
cotnpleto de l a  capacitaci611 y realizaciGti de l a  Encuesta, favor ds 
ver e l  Anexo D .  ) Se loyr6 conaeguir un t o t a l  de 292  cuestionn~:ios 
v6lidos para procesar, de toclas l a s  cotnunidades; ocho n~enos de l a  
cantidad meta . Exis t  i m  errores menores ell alyunos cuestiollarior,, 
por descuiclo de l  encues tador o d ig i  tador; sin eilbargo, ni~lgwio de 
e l l o s  e ra  tall grave yue Kue ~lccenario 1.a atlulacj.611 del ouer;\..iol~a~:.i.c~ 
respective, despu6s de las revisioires y l a  linlpieza de datos.  

E. Procesamiento Y anslisis de 10s datos 

Los datos recopilados por l a  eiicuesta, fueron entrados y ana l izados  
en e l  paquete de computacidn Epi Info v.5.01b. Se proces6 1.a 
distribuci611 de frecuencias para cada pregunta de l a  encuesta. 1311 
unos casos s e  hicieron tablns cruzadas, para conseguir indicar3ores 
de segundo orden. Tanlbi6n se elaboraron unos gr6Eicos relevanLes, 
u t i l izando e l  proyranla Harvard Graphics. 

- - - - - - - - - - - --- -- - 
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111. RESULTADOS 

1 .  Datos generales 

Los s i g u i e n t e s  da t o s ,  de  carcicter socio--econ6mico, pi:oporcj.onatt 1111 

marco genera l  de I n s  maclres, en cuanko n t a l e s  Eactores couic~- sus 
edades,  s u s  ~ i i v e l e s  educativor;, y o t r a s  personas q u i e n e s  cuida11 c k l  
11 i iio . 
1.1. Edad dc l a  i~~ad~-e_.- La edad prornedio de 1as 111adres eiic11cst:a(I.7)r:~ 
es de 2 7 . 6  afios cunlplidos, eon t111n desvi.acj.6n est61ldar d e  ' 1 .35.  I < l r  

10s l i m i t e s  dc l a  tnuestra, Iml)ia~i clos maclres de 15 afios y una <It:? 4 9  
aiios: e l l a s  s e  c o i ~ l c i t f e ~ ~  con 10s tambi611 l i m i t e s  de l a  lI.a111a(l~i 
edad f 6 r t i l  (15-49 afios) , y sohrepasan a 10s par6111etros de .Los dos 
grupos de mCi~; a lLo r i e s g o  por edad, en cualito a l a  salud ~ n a t e ~ : ~ i a :  
Ias menores de 18 anos y I n s  [nayores de 35 niios. EspeciEj.cnine~lt:e, 
rle~it,ro de er;t-.c grupo de a1l.o r iesgo Iii\l~.ia 1111 t o t a l  rle 74 ~nujc~:an 
( 2 5 . 3 % )  en l a  muestra: 1 9  mujeres de 18 afios o menos, y 55 de  35 
aiios de eclad o m6s. 
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1 . 2 . N & ~ L & C ~ ~ J , \ ~ C ~ & C . ~ , ~ ~ ~ ~ & ~ ~ ~ ~ . . , ,  E f c c C  ivntnent(L? , n l A s  da I a 111 i katl 
cle Las n l a d r e ~  encuestadas,  151 n1ujc1:er; ( 5 1 . 7 % )  , reportaro11 yuc! no 
llabian tenido 11ingQn n ive l  de educacidn formal, o que no Ilabia11 
terminado con l a  escuela pritnaria ( v e r  Gr6fica 1) . To~fiatldo ell 

cuenta clue e l l a s  en muchos C ~ S O S  pueden ser anal fabetas  
funci.oimles, se poc1ri.a postular  c j t ~ c  ex i s t en  v e e r  c f r !  
analfabetisruo Cerne~li~lo elevarios. Sill  eaibacgo, ulla mayoria de  242 

- - --- ----.--------- 
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mu jeres , o 8 2  . 3 % ,  si p ~ d i e r o n  leer uila esc:ri tura sencj.ll.a, mosLr:ada 
para ellas durarllx l a  ent~:evj.sta. La categoria de I lpri~~~ari .a" 
clefinida como todos 10s curses llasta soxko bdsico. 
L a  tabla  cle 10s resultados e s t 5  a co1ltj.i1uiicj.611: 

N . ~ . I ~ ~ I . I I K >  30 1 3 . 0 2  'I 3 . 0% 
1'11: i~i~m:j.a i. I ~ C O I I \ ~ ) I . C I . ~ ~ I  1 1.3 '311 .7t !; 1 . *l'i 
l. '~.i~nnria co~~~~).l.cl.n .I. I .  0 3 '1 . 7 2 9 , 4 ' A  
Secu11dari.a iilcompleLa 2 2  7 . 5 %  9 6 . 9 %  
Secu1ldr7ri.a con~pleta o m 6 s  9 3 .  I.% 100.OZ 

.-- 

Total 2 3 2  100.0% 
--- 

1.3. Edad clel ni&oA La edad pron~edio cle 10s niiios en 1.a encrrest,a 
es  de 1 1 . 3  meses cumplidos, con utia desviaci6n estAndar de 6 . 3 8 .  
La edad "0" indica  gue e l  niiio t i e m  rnellos de ull niec c ~ m p l i c i ~ . '  

L a  tabla de 10s resultados estci a conI:iiluncibn: 

--- - 
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C'uacl~w 3. 
Edad 
del niilo 

0 
I. 
2 
3 
4 

' 5 
G 
7 
8 
3 

I. 0 
.L l 
3.2 
13 
1.4 
15 
16 
1.7 
.I II 
1 1 1  
20 
2 1 
22 
23 

- 
Total 

F r e c  . Dorc . A c t ~ ~ n .  

Url total de 153 cle 10s nifior; en 1.a muest~:a (52.4%) tierlei1 nlel1o.c; tie 
un afio de edad, un grupo cle 1116s alko riesgo. Los niiios etr sr.1 
tol:alidad, por sus ra~igos de d a d :  

-I---- 
- 

Cuadro 4 .  
Railgos de 
edad (rneses) Prec. Acum . 

---- -- 
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l . 4 .  Cuidado Gel rliiio. Menos de la  rnit.ad de las niaclres ( 4 3  -5%) 
l levan sus h i jos  con e l l a s ,  cuatldo sa1.en de s u s  casas .  O k r a s  
personas quieues cuidari del niiio ir~cluyen mayorrnente a 10s Ilermams 
nmyores y o t ros  parielltes; s in  e t ~ ~ b a ~ y o ,  muy pocos esposoa: o 
compaileros ce encargall del. cuirlaclo tle sus h i : j  os ( 1 . 4 & )  . 

- .--. - . . . , ., .- . . . .,. --. . --. .- ... - - . .. . . .- . .. . . , .- . . . . - -. , - . . 

( : I I ~ I ( I I . ~  ' j .  1 ' 4 1 1  : : O I I * I  t 1 1 1 f ~  I : I I ~ ( I < I  
d c l .  11.i .fiu 

--- -.-. ----..-- .------.-.-- --.-..-.--- --- -., 
EJi:iio va cot1 l.a nlat lrr?  
11:r;pooo/conr~~niie1ro 
Ilerl~lanos nlayores 
Abuelos/Parientes 
~migos/Vecinos 
Guarderia 
Nadie ( s e  queda solo) 

I Total 1 292 lO0.OI 

2 .  Lactancia inaterna, a1imn.e-ntacien, Y control de crec&~nj....e_~~.I:.o 

2 . 2 .  D e s t e t ~  Tornando en cuenta solnmente a l a s  5 1  madres yue yn 
no estaban clando pecho a s u s  h i jos ,  e l  promedio del  destcke es  de 
1 0 . 9  meses . 
Los resultados de l a  encuesta eri referencia a 10s tnesen del 
des te te ,  son  10s siguienkes: 
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Nutlca lactado 
.I. 

3 .:. 
3 
4 
G. 
'7 
8 

1.0 
:L '1 
12 
3.3 
I4 
15 
16 
17 
18 
13 
2 0 
LacLm~do acl:unl.~l~c~iLc - 
Total 

I. 0 . 3 %  0 . 3 %  
5 I . 7 %  2 . 3 %  
I ( ) , -\ 7. :! . 4 ?. 
2 0 . 7 %  -1 .1% 
3 I.. 0% 4 . I .% 
3 1.. 0% 5.1.: 
1 0 . 3 %  5 . 5 :  
I 0.3% 5.8% 
5 I. . 7 % 7 . 5 %  
.L 0 . 3 0  ' 1 . 9 :  
5 1 . '12 9.6% 
1 0 . 3 8  9 . ! I %  
5 1. . ' I  b 1.1. . G % 
4 I.. 4 %  1 3 . 0 %  
1 0 . 3 %  1 3 . 4 %  
4 1.4% 14.7% 
4 1.4% 16.1% 
2 0 .'I3 3 G .  n% 
2 o:1x 1. ' I  . 5 'i 

24 J. 8% .!iZ 100 . 0% 
-- 

292 100.0% 

2.3 . a i c i o  de lactancia ,  Um 1ni1iorj.a de las nwjeres encuc-?staclar; 
(71, o 24.3%) no dio sen0 a sus Iij.jos Iiacta n16s Be 0 horas denprsi;ls 
del par to ;  s i n  e~rrbargo, n\ucl\as de e1 l . a~  Iiabian esperndo ImsLn el. 
sj.guiente d ia  o mfis.  L a  y r a u  mayoria d e  l a s  maclres, caai I:,i:ec 
ctlartos ( 7 4 . 3 % )  , inic.i.6 ].a lactc?ticia de11l:ro de las ~ I : ~ I I I C I : ~ S  ~ r : l ~ o  
Iiorna ilcspuBs c lc l  pc71:I:o ( V C ~  Gr5Cj.ca 2 )  . 

Primera hora despugs del parto 
De 1 a 8 horas despuds del parto 
Mas de 8 horas despues d e l  parto 
Nunca 1x1 lactado 
Madre no se acuercla 

Total 

134 4 5 . 9 %  45.92 
83 2U . 4 %  7 4 . 3 %  
71. 21.3% 98.6% 
1 0.3 93.0% 
3 1.0% 100 .C)8 

292 1 O U . O " s  



2 . 4  . -..- Ii1llroducci6n de cornidas s6lidar; .  U n  total .  de 237 111at:lren 
(81.2%) clc l a  encllesl:a, i:eportarol~ q u e  acl: \~alr~rc~~Le ya l~ab.i,ir~ 
itltl-ocluci.do oll1:a:: c:otllida:; y/u ot.~-os licjuidos a 1.a diet;a tle rats 
1 0  ; 55  nlatlrcs ( 10 . 8 % )  acl:u;rl.~ne~iLe esLatm11 da11~10 0( . ) l i l t1~111 . (?  T ; I \ I I O  

(1ackal1ci.a exc lus iva )  . E l  &)I.-onied.io clel. i . ~ i i c i o  da corni.dar; s6l. i.t.las 
I L I C :  1 I a c 4 . G I I  . 2 %  . n'k ( 1 ~ :  3 a:: 1nac11:c:s; I i n l ) . i n ~ \  
eu\pc:zaclo a1iI:art dc! lun I I I ,  y 611 . 41, n~~l..r:.r; (If! I.(.)G :.:r? i.:: 
I :  . I!: 1 i  11 i.r:i.c) cr:b)cc.i C .i co dado 1115s C I:CC:IICIIL~III~>III.I: (77 I ~ I ; I ( ' I  IT,::, 

32 . 52 ) C I : . ~  :j 11sl:o n lo:; cl.laL~:o ~msc:; (VCI: (;1:5Cic:;i 3 )  . 

EriCre 10s liifios clc solamcliLe O a 3 tneses cle edad, u n  tlota.1 clc! 3.9 
(93.5%') e s t a b a i ~  recibiendo 1nc:l:ancia nlaterna exclusiva;  entre lor; 
nifios de 0 a G nieses, e r a  un t o t a l  de 5 2  ( 6 2 . 7 % ) .  Tornarldo ell 

cuenta solarnente a 10s nif ios  mayores, de 2 0  a 2 3  nieses, urlos 17 d e  
e l l o s  (54.8%) es taban todavia lactando, adem%s de r e c i b i r  o t ro s  
a1 imen t o s  s 6 l  idos  o semis61 iclos . 

2 . 5 .  CariieL cle sa lud  i1iCaiiti1 v v i c ~ i l a ~ i c i a  de crecinliei~L-o_, 
Una mayoria de l a s  madres encuestadas, 213 d e l  t o t a l ,  o 7 2 . 9 ' 3 ,  
pudieroii p resen ta r  un carnet  de salud inCarlti1 para s u  niiio; seg61i 
es tos  ca rne t s ,  una mayoria de 1 7 7  nifios (83.1%) fueron pe~;atlor; ell 
10s 6ltintos cua t ro  meses previos a l a  eilcuesta (ver  G r c i l : i ( m  0 . 
Este t o t a l  baja a GO.G%, si se totua en cuellCa a todos lor; 2!J% ~~.iiio:: 
de l a  muestra. D e l  t o t a l  de 10s 1 ' 7 7  11ifios pesados, J.13 ( 6 ' 1 . 2 % )  



Total  
.-------- 

3 . 2 .  OPV. 3 . 1 3  (1e1 LoLal. cla liiiios ( 4 0 . 8 % )  Le11ia11 ca~ '~ t f ? t s  CX.)II .I :I 

' s e r i e  co~upleta  ( tres dos is)  de l a  vncuna OPV, c o ~ i t r a  1.a 
pol iomiel - i t i s ,  reyistradci. 6 1 . 2 %  do 30:; nilios el i t re  1 2  a 2 3  rnenes 
ta11j.a la d o s i c  c!o~~rpl.cta clc 1.d vnc\llln 01.V. 1 . d  I:asa dr! nl~atlc'lo~~o 
v111: I T  'I 0:: 11 i.iio:: (lr: I ;! .- 2 , \  IIII*::(?::, ( 1 1 :  I , I  1)1 . . i  IIN:I:;I ; I  ,I ii I.(.!I:(:CI.;I (lo:: i !: ( I f *  
la vacutla OPV,  e:; (I(: 10. 5 %  , 

La tabla e s t 6  a conti1iuacj.611: 



3 . 3 .  DM" 115 de l  t o t a l  cle lliiios ( 3 3  .4%) terlia~i ca.rllel;:; (:(xi l a  
5erj.e cornpleta ( t r e s  dosis) de la vac1.111a DPI' ( d i . f t c r i a ,  pelrl:.l~ssj s ,  
t6tanos) 1-egistrnda. 61.9% cle 3.0s ilifios entrc 1 2  a 2 3  lueses tetlia 
la dosis conipleta de la vaculm DPT. La Lasa de abandoim eill:re los 
niiios de 12-23 Ineses, de la p~-i.uierq a la Lercera dosis tle la v ; l c : ~ ~ t ~ n  
D P T ,  e s  de  9 . 5 % .  

C:uad~-o 11. 

- --- - --- 
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E'ara coniparar alg1.1110~ de 3.0s ~:esulLadon de l a  L i t l e a  de I3ar;e COII  I i i  

Evaluac ib~i  de Medi.0 ' I ' 6 r n i i n c 1 ,  ade~Gis  de ].as metas or ig i l i a l e s  c.lc?.l. 
proyecto, favor de ver  el Aiiexo E .  

4 .  Enf erinedades diarr6icas a.gg-&a_: 

MS:.: c111r: ct~n~ltlo satlo 

Mel~o=;/J.e (ju.i.l:fi 
Igual quc ctiando s a ~ i o  

- 
Total 

-- ----A 
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4 . 3  . ,Co~~surno dc o t r o s  l i c ru i c Jos ,  IJas itraclrea dc 1.0s iliiios r:o11 
tliarrea r-eporl :aro~~ clc l a  siguienI:o C ~ L - l u n ,  ceCi-.~-etit:e n .la c a ~ ~ ! . j  rlntl 
cle l i q u i d o s  dada a]. 11j.fio c1c1rcl1iI.e !;u (lia1:rea. Es Lo j IIC: I [ I  j r c ?  

solatuente a l a s  nrc?di:e.~j q l ~ e  ya  e:;l:al)c?i~ d;lncIo ol- I. i.cj~~.i.c.lon ccmo 
costunbre a1 llifio, habieiido sr.tspendido 1.a leclie matertia excl.us.i.va; 
e l  t o t a l  de e s t a s  nladres ell csLe caso e ra  9 7 .  28  madre:; ( 2 8  .!I%) 
dieroll mcllor; l iquiclo:; I .Lo ~ i o  , a 1)e:;a L. de 1 a a :  ; G!l 
rnadl-es, o 7 1 .  l t ,  d i e r o ~ i  l a  nli.:;nia calltidad o 1116s. 

Ci.iadr-o 1 4 .  Canticlad cle 
1 iquidos  dada durali te EDA 

- - 
Mcis que c~mtido sane 
Melion/l.e r[u i l:.G 
l c ~ l . l t 3 . 1  C ~ I l I C !  ~u<klldLJ S c l l l c )  

- ----.----- 

'I'otal - 

1 . I . i : ~ ~ , l i , ~ i , , ~ ;  ,. Icr:: ur,ii.l I - # ? : - :  t l ~  1.0s 11 i.iin::  cot^ (1.i ;I I . I . I ~ ; I  

~.-cpoi:Laco~~ clc 1.a f i  igt~.i.c?~ik.c ~ O I : I I I ; I , .  I : c + C ~ ? L ~ C I I I : C  a la ~ I . ~ I I I P I I V . ~ ( :  ~ ( ' I I I  ( 1 0  I 
liiiio colt co~~i i t las  s6.l. iclar;, ~ J I I I : ~ I I ~ . C  u.L ep.isoclio tle dj .a~:~-en.  ' ~ ' ~ I I I I ~ ) ~ . < : I I  

j.nc:ltcye sol.n~trente a las 3'7 ~r~ndren que ya  esLaba11 dr71ido ot:t.-as 
conli.dt\~ dc costucnl~~:e, 1ial)iclldo suspc~~tli .do . a  Icclte I I I ; I ~ . ~ ~ : I . - I ~ ~  

exc lus ivn  . G 2  111ad~:es ( 6 3  . 3 % )  dieroll tneiicm cotr\.iclo de lo ~ i o r ~ l ~ a l ,  a 
pesar  de  la d i a r r c a ;  y 35 ~rradres (3G.lt) dierotl  i gua l  o nrAs de 
cmtidac l .  

MAS quc cua~~clo  sat10 
~ e n o s / L e  q u i t 6  
Iyunl. que cuallclo sano 

To ta l  1 9.1 1.00. 0% I 

- ----- - - - . - - . - . - _ _ _ _ _ _ _ _ I _ - - _  ^ _I_-_.-._.--I- --.. 
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L a  t a b l a  dc 10s ~~csiilLaclos estci . a  cont:iur~acibri: 

Ni.riyritln luc11l:c de nuxil..i.o 
Ilospital.  
Cc"lll:ro, m~b-Cet~Cr-o, pi~c:;to dc s n . l ~ ~ d  
V01~11Lario de sn lud  
Medico, cllnica p a r t i c u l a r  
Cura~ldero 
Farmacia, b o t i c a  
P a r i e ~ l t e s  , an~igos ,  vecinos 

4 . 7 .  Recoilocimienl:~ de s i q ~ l o s  v qilltomas de c.ri.-c?vedaCI, A 1:odan I a n  
I I K I ~ I X S  (COII  o sin 1111 niiio co11 d i a r r e a ) ,  :;e l e a  preguntb yu6 ciyior: 
o  sintomas de  gravedacl de l a  tlia~:rea, les  l ~ a r i a u  pensar yue el. 11iii(., 
pudiera  e s t a r  en pclj .gro,  y a s i  con 1.a ~iccesidad cle IY-~scnr a3.yi1n 
ayucla e x t e r m  ( v e r  Griifica '7) : 1.a 1:espuesLa UISR COI~K'III ~ 0 1 1 1 0  C ~ I I S ~  
de preocupaci6n1 era l a  misrna duracibn c l e  1.a d i a r r e a  (55  .I%) ; 6sr.a 
f ue seguida por al.giln s igno  de deshidratacibn ( 4 7  . 3 % )  ; y despuer; 1.a 
perdida de  apetito ( 4 0 . 1 % )  y algulia eonclici611 de debiliclad en el. 
niilo (33.7%) . Etr la categoria de "o t rosU , se incl.uyen to..; kales 
r e spues tas  COI~IO " ~ m l e s t o s o "  y "1l.ora m u c l ~ o ~ ,  y tnml-,ii.n referel1ci.a~ 
a l a  p a l i d e z  y que ":;e pone s m a ~ : i l l o ~ ,  esLo evidelltemente debiclo a 
10s mensajes en cuanto a1 c6lera. 

-------------.-- ..----- ------------.- ---- -*---- ...--.- ...-.. - ---. - ---.----. -.-..--- 
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01 l i lu i t e  de confidencin pal-a l a s  s i .g~ i ien tes  preyuriLas ell 
referencia  a l a s  .IRAs, e s  clc .41 s p s .59. 

5 . 2 .  --.--------- l.'uciltco cle auxi1j.o. -...--.----. I ].as ~ i l .  pex-rmilan o 
i i i s t i tuc io i les ,  I n s  sigui.e~~I:es fuerou Lns opciot~es Qe a1711di1 
sciialadar; por  1a s  103 nladres q11e :!:e~~ian r i l l  ~ i i f io  con I:os y c.)l:ro:; 
probleluas respirc7tor.ios. 29  1uac1re.r; ( 2 6 .  G % )  1 1 0  f ue to~ l  a 11.i I I ~ J I ~ I I  

l uyar  con s u  h i j o  cuat~do Luvo e l  pro11lt.11~1 respiral:orio, pcm 110 
( ' 1 3 . 4 % )  acudieron a por 1.0 menos u n  lugar  ( l a s  madres pud.ieror~ 
i nd i ca r  m6s de una s61a EueiiLe de aux i l i o )  . 
Uii  t o t a l  cle G2 . 4 %  de l a s  n~adres acudj.6 a a1gCi1i s e rv i c io  (pfibl.i.co o 
privado) y a lg \ in  personal de  salud rnoclerno (medico, enfern~ara , 
a u x i l i a r  de enfermeria)  , para 'ayucla con e l  problerna respirat:orio cle 
s u  h i j o .  



F'arn1cl~6uticos (jarabes, [~nstj.llas, ~ t c : .  ) 59 53.2% 
Medicilia t r a d i c i o ~ i a l  (yerbas, e t c .  ) 90 U2.6 'k  
Lactancia continua 35 32.1% 
Ali~nentacib~i c:onLinua 3G 3 3 . 0 %  

.- ----- 

La tabla e s t j  a c o n t i n u a c i b n :  

-- -- ----- ----------- 
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Salud inaterna 

6 . 1 .  I:ue~~I;es clc c o ~ i t r o l  urel~atal  . Dura~lLe e l  ecnbarazo cle tala 
madre con e l  niiio cle l a  encuesta, s i  es q u e  consult6 con a l . ~ ~ u i e l ~  ell 
cuanto a s u  embarazo, l a s  siguientes eran l a s  personas citaclas. Lzi 
m6s f recue i~ te ,  con 6 4  . 4 % ,  era c?l.!jiiti personal. hio1116clico tie. alto 
nivel  (rn&dico, e~ifecmera, o lx tc t r i z )  . 

G . 2 . Ali t~~c~rtacibn dul'a~ll.c y~n?&~.~raZOZO U I I  t o t a l  de 2 2 9  de ].as nlaclr:c?r: 
encue~tadcle ( 7 8  .4W ), renpo~idiarotr clue coniim igual o meno:; de 3 . 0  
IIOLII~:I~ cliixa~ltc GUS enb_)cli:azos (vcr  ( :~ 'Cif i~ ' i~  9 )  . IXI Lal~La estA a C C J I ~ ~ . ~ . J I I I ~ ~ . : , ~ < I I I  : 

Cuaclro 2 3 . Alimelltaci6n c lu ran te  
embarazo Frec. Porc . 

T o t a l  1 292 1.00 .OP I 
------.- --- 

--- .--- ---.- 
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- -- --- -----A 
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ANNEX H 

TRAINING SUMMARY 



I I I I C ~ I I I I ~ O  . I 
Mtdicos J C ~ C  Arci~ I IS I EDA. IRA . CPC-EN I 06 I [OMS I IDEM I PLAN,MSP, 

MINISTER10 DE SALUD PUBLICA 

I I I 1 gntpnlcs. Plcnnria. I M.S.P 
FACILITADOIIES I 27 I EDA. CPC-EN. I 96 I-IORAS ( I EQUIPODE 

E~~fcr~acras  " " I I I 

I I TITERES I I IDEM I SALUD 

' 

96 HOMS EDA. IRA. CPC-EN* 

MEDICOS 

ENFERMERAS 

AUXlLl ARES 

25 

11 

9 

I 

Proycccibn dc Vidcos. 
Sociodmtuas. Trabnjos 
grupidcs. Plcnaria. 
- Triibajo priictico. 

- Sociodramns, Proyccci6n 
dc Vidcos 
-Trabajo cn Grupo. Esludio 
dc Casos, 
Grupos Focalcs. Pricticas dc 

OPS, APS 
VQLlIN'I'AHIAS (0s) I)IC SA1,III) I)U PLAN 

I I 

SALUD 
CONSULTORA 

IN G LESA 
( PLAN) 

PLAN y MSP . . 

I I ( PLAN ) I 

PERSONAL DOCENI'E DE ESCUELAS 
MAESTROS 1 32 1 METODO N I ~ O  A ( 00 IlORAS I - Confcrcnci:ts I EQUIPODE 

80 HORAS EDA. CPC-EN. 
I'ri~ncros At~silios 

VOLUNTARIAS 

I I I I I 

HARILES Y IJDERES COMlJNALES 

274 

- Coufcrcnciiis. 
- Dcmoslracion dc Rccctas. 
Proycccibt~ dc Vidcos. 
S ~ ~ i o d r i ~ ~ n i ~ s .  Trabajos 

M.S.P 

EQUlPO DE 
SALUD DE 

PLAN 

COORDINADOH 
AS DE SICOS ( 

PLAN) y 

TEORICO-PRACTICO 
- Trahjos grupalcs. 
- Plc~~i~ria  
- Sociodramas. 

50 HORAS 
24 I4ORAS 

EQIJII'O DE SALIJD DE PLAN 

EMBARAZOI PART0 
AUTOGESTION EN 

SALUD 

HABILES 
LIDERES 

I 

1 

44 
84 

COORDINADOR 
DE SALUD Y 

CONSULTORES 

Coordinador 
Salud 
PLAN 

Confcrc~~cias 
Proyccci6n dc Vidcos, 
Sociodramas. Trabnjos 
grupalcs. Plcni~ria. - Trabnjo priclico. 
- Tc6rico- pr;\clico 

90 t IORAS 
40 HORAS 
I0 HORAS 
40 140RAS 

I30 110KAS 

EDA. IRA. CPC-EN. 
- Rclacioncs Hu~naons 
- Mttodos y Tdctiici~s 
c ~ i  Edr~cacibn Popular. - Auto~cslicin cn Salud - IRA. Tilcrcs. 
Monilorco Proycclos 

ENFERMERAS 
COORDINADORAS 

Educadora cn Siilud 

4 

1 



GERENCIA 

+ CI'C-I;N: CON'I'KOI. 1)li I'KOMOCION I IE CI<IXIMlliN'I'O Y EIIUCACION NU'I'ICICIONAL, 

I NSTITUTOIINCAE 
(Costa Rita) 



ASISTENCIA TECNICA HECIUIDA 

MANl:.l( 1 I )I: l ~ N l ~ l ~ l ~ M l ~ l ~ A l  )l:S l<l~Sllll<A+ll )l{lAS 
A(;[ 1l)AS. 

Iu l id  1005. IliC1: INI:OI<MACION. 1.1 NJCACIION Y 
COMIINICACION. 

Scl>.- Nov./ 1005. MONl'l'Ol<l~O 111; CI<I~CIMII~N~I~O Y NIII~I~ICION 

I para cl Maticjo Estandiirizado dc li\ Nyiio~iia. 
I M131'ODO NINO A NINO 

Dra. Lwin Johnson. 

lh. l.ttis 'l'i1111. 
Dr. Dill Wciss y Dr. Mnrcclo 



ANNEX I 

FINANCIAL PIPELINE ANALYSIS 



PVOICOUNTRY: Plan International USA, Inc. dlbla ChildreactEcuador DATE PIPELINE PREPARED: October 21.1996 
COOP. AGREEMENT #FAO-0500-A-00-4044-00 DATE SUBMllTED TO USAID: by October 31.1996 

1996 PIPELINE ANALYSIS: PART A - HEADQUARTERS BUDGET 
(original grant budgetrwas not changed in DIP) 

I Total Agreement Budget 

2. Field. Technical Personnel - salarieslwages 
3. Field. Other Personnel - salarieslwages 
4. Fringes - Headquarters & Field 10.800 
SUBTOTAL - PERSONNEL 39.097 10.800 - 

B. TRAVEUPER DIEM 
-- 

1. Headquarters - Domestic (USA) 

I 2. Headquarters - International 
3. Field - In country I 1 2m232 

4. Field - International I 
SUBTOTAL - TRAVEUPER DIEM 0 2.232 

C. CONSULTANCIES I. Evaluation Consultants - Fees I 
I 12. Other Consultants - Fees I I 

3. Consultant traveVper diem 
SUBTOTAL - CONSULTANCIES 0 0 

D. PROCUREMENT 1. Supplies 
a. Headquarters 
b. Field - Pharmaceuticals 
c Field - Other 

2. Equipment 
a. Headquarters 
b. Field 

3. Training 
a. Headouarten 
b. Field 

SUBTOTAL - PROCUREMENT 0 0 

E. OTHER DIRECT COSTS 1. Communications 

,7) 
TOTAL 

39.097 
0 
0 

10.800 
49.897 - 

0 
2.232 

0 
0 

2.232 - 
0 
0 
0 
0 - 
0 
0 
0 

0 
0 

0 
0 
0 

0 
0 

0 
0 

0 

Projected Expenditures Against Projected Unobligated Funds 
Actual Expenditures to Date Remaining Obligated Funds at End of Project 

USAlD 
22.222 

22.222 - 

0 - 
a - 

a - 

n 

PVO I TOTAL I USAlD 1 PVO 1 TOTAL I USAlD 

1 22.222 1 16.875 1 0 1 16.875 1 



PVOICOUNTRY: Plan International USA. Inc. dlbla ChildreachEcuador DATE PIPELINE PREPARED: October 21. 1996 
COOP. AGREEMENT #FAO-0500-A-00-4044-00 DATE SUBMITTED TO USAID: by October 31.1996 

1996 PIPELINE ANALYSIS: PART B - COUNTRY BUDGET 
(follows DIP budget alloeationJgand total unchanged from cooperative agreement) 

I 2. Field, Technical Penonnel - salariesbages 
3. Field. Other Personnel - salafiedwaqes 
4. ~ r i ng i s  - Headquarten 8 Feld 

- 

SUBTOTAL - PERSONNEL 
B. TRAVEUPER DIEM -- 

I 2. ~eadquarters - lnternational 
3. Field - In muntrv 
4. Field - International 
SUBTOTAL - TWEUPER DlEM - 

C. CONSULTANCIES 1. Evaluation Consultants - Fees 
I 12. Other Consultants - Fees 

E. OTHER DIRECT COSTS t- 
9.. Headquarters 
b. Field - Pharmaceuticals 
c. Field - Other 

2. Equipment 
a. Headquarters 
b. Field 

3. Training 
I a. Headquarters 

b. Field 
SUBTOTAL - PROCUREMENT 
1. Communications 

a. Headquarters 
b. Field 

2. Facilities 
a. Headquarters 

I b. Field 

3. O?Headquarters 
b. Field 

BTOTAL - OTHER DIRECT 
TOTAL - DIRECT COSTS 

Total Agreement Budpet 
!%4 - 0911 

PVO 
97) 
TOTAL 

a 
63.760 

0 
10.150 
73.910 - 

a 
a 

33.000 
0 

33.000 - 
20.3W 
13.000 
10.700 
44.000 - 

0 
0 

70.640 

0 
0 

0 
0 

70.640 - 
0 
0 

0 
0 

0 
75.000 
75.000 

246,550 - 

Actual Ex~ndiires to Date 
Projected Expenditures Against Projected Unobligated Funds 

Remaining Obli~aled Funds at End of Proied 



PVOICOUNTRY: Plan International USA, Inc. d/b/a ChildreachlEcuador 
COOP. AGREEMENT #FAO-0500-A-00-4044-00 

DATE PIPELINE PREPARED: October 21.1996 
DATE SUBMITTED TO USAID: by October 31.1996 

1996 PIPELINE ANALYSIS: PART C - HEADQUARTERSlFIELD BUDGET 
(follows DIP budget allocations for Field podkm'grand total unchanged from cooperative agreement) 

DIRECT COSTS 
. PERSONNEL 11. Headauarters - salarieshvaaes 

I 2. Field. ~echnical ~ersonnel 1 salarieskages 
3. Field. Other Personnel - salarieshwages 
4. Fringes - Headquarters & Field 
SUBTOTAL - PERSONNEL 

. TRAVEUPER DIEM 1. Headquarters -Domestic (USA) 

I 2. Headquarters - lntematio&l . 
3. Field - In country 
4. Field - International 
SUBTOTAL - TRAVEUPER DIEM 

. CONSULTANCIES I. Evalualion Consultants - Fees 
(2. Other Consultants - ~ e e s  

. PROCUREMENT 

E. OTHER DIRECT COSTS 

3. Consultant traveVper diem 
SUBTOTAL - CONSULTANCIES 
'1. Supplies 

a. Headquarters 
b. Field - Pharmaceuticals 
c. Field - Other 

2. Equipment 
a. Headquarters 
b. Field 

3. Training 
a. Headquarters 

1 b. Field 
!WBTOTAL - PROCUREMENT 
1. Communications 

a. Headquarten 
b. Field 

2. Facilities 
a. Headquarters 
b. Field 

3 Other 
a. Headquarters 

TOTAL - DIRECT COSTS 

Total Agreement Budget 
(Og/lS/94 - 09/14/97) 

USAID 1 PVO ( TOTAL 
39.097 1 1 39.097 

Actual Expenditures to Date 
.-- - - - -  - --, 

USAID I PVO I TOTAL 
22.222 1 1 22.222 

Projected Expenditures Against 
Remaining Obligated Funds 

97) 
. TOTAL 

16.875 
16,255 

C 
16.331 
49,465 - 

0 
(5.509 
21.400 

0 
15.891 - 
11,592 

94 
2.124 

13.810 - 
(683 

0 
38.815 

0 
0 

0 

Projected Unobligated Funds 
at End of Project 

TOTAL 
C 
0 
0 
0 
0 - 
0 
0 
0 
0 
0 
0 
0 
0 
0 - 
0 
0 
0 

0 
0 

0 
0 



ANNEX J 

FOUR PHASE IMPLEMENTATION AND 
SUSTAINABI[LITY PLAN 



Septiernbre 
Odubre 

Noviembre 

FASES DE IMPLEMENTACI~N DEL PROYECTO 

Febrero 

130 

FASE 4 
EMPODERAMIENTO 

# 
Ccmunidade 

# 
Comunidades 

6 
7 

FASE 2 
INTENSIVA 

Tambo 
General Morales 

Pindilig 
Cojitarnbo 
Turuparnba 

7 

# 
Comunidades 

4 
5 

TIEMPO FASE 3 
SEGUIMIENTO 

Javier Loyda 
Paute 

FASE 1 
MANTENI MIENTO 

Ventura 
lngapirca 

6 
6 
3 

42 

i# 
Conunidades 

7 
8 

Jirna 

5 

4 

32 

Chorocopte 
Rivera 
Gualaceo 
Sisid 

8 

7 
8 
7 
6 
56 1 



TIEMPO I FASE 1 I # I FASE 2 I # I FASE 3 I # I FASE 4 1 # I . .- 

Junio 
Julio 

Agosto 

Mayo 

130 

MANTENI MIENTO 
Cojitambo 
Turupamba 

2 

Cmunidades 

6 
3 

Honorato Vasquez 
Pindilig 

INTENSIVA 
San Jose de Raranga 
Guapan 
Biblian 

8 
6 

~ o r n u n i d ~ e s  
10 . 

3 
6 

Rivera 
Gualaceo 
Sisid 
Ventura 
lngapirca 
tudo 

I 

SEGUIMIENTO 
Tambo 
General Morales 
Chorocopte 

8 
7 
6 
4 
5 
13 

Borrero 
Jima 

11 33 
1 

~ornunidach 

6 
7 
7 

6 
4 
73 

Cojitambo 
Turupamba 

9 
6 
7 
7 

5 

EMPODERAMIENTO 
Javier Loyola 
Paute 

2 
6 
3 

Comunidader 
7 
8 

15 
Javier Loyola 
Paute 

Tambo 
General Morales 
Chorocopte 

7 
8 



SUPERVISORA OCTUBIDICIEMBR fase Corn ENEROIMARZO Fase Corn ABRlUJUNlO Fase Corn TVSs JULIOtSEPTIEMB Fase Corn 
MELANlA ORDO~~EZ CHOROCOPTE 2 7 INGAPIRCA 2 5 S.J. DE RARANGA 2 10 Pindiljg 3 6 

Sisid 2" 6 D Chomopte 3 7 lngapirca 3 5 Bomm 3 6 

Honorato VBsquer 1 1 8 B Sisid 2' 6 D Skid 3 6 Tambo 3 6 
lngapirca I 1 5 A HonoratoVBsquet 1 8 B Cho~ocopte 3 General Morales 3 7 7 

Total: munidades 26 26 28 - - 

I TOTALES I 11301 j%q 
FASES: 1 (Mantenimiento). 2 (Intensiva), 2. (Medio intensiva o una visita mensual) 3 (Seguimiento), 4 (Empoderamiento). 
TffSs = Tutor/Supervisor: A (Maria E. Calle). B (Carmita Jara). C (Armando ....), D (Carmen ...). E (Chica de Ludo). 

SALARIOS.XLS 

TUTORA OCTUBIDICIEMBR ENEROIMARZO ABRlUJUNlO Fase Corn TUSs JULlOlSEPTlEMB Fase corni 
3 
6 

2* 
2* 

B 

0 

4 

Tdal: comunidades 

TURUPAMBAn 
COJITAMBO" 

0 

2 CARMITA JARA 

0 

JlMA 



apoyo a 1  MSP, facilitadores y 
I'oluntariado de Salud para que 
:ontin6en con las actividades -de 
jupervivencia infantil programadas. 

[dentificar a todos 10s niiios menores de 
2 aiios, su situation de riesgo 
Idesnutridos, no vacunados). 
Zapacitar a las madres en lactancia 
naterna y alimentaci6n complementaria, 
-eferencidcontrareferencia. 
Vacunar a todos 10s niiios se@n su edad. 
ktejorar 10s conocimientos y destrezas en 
sl manejo de casos de diarrea e infeccion 
respiratoria aguda. Funcionarniento 
sdecuado de la 
referencidcontrareferencia, el anilisis de 
la infomacion y toma de decisiones con 
la participacibn cornunitaria, el 
mejoramiento en la calidad de 10s 
senicios de salud y la satisfacci6n de 10s 
usuarios. 

ITEGIA DE SOSTENIBLLIDAD 

- - 
de referencia, uso del suero oral. 

ACTIVlDAD 
Taller de capacitacion a Facilitadores. 
Reuniones de coordinaci6n con el 
personal del Subcentro de Salud. 
Reuniones de Andisis de Inforrnacion 
en el Subcentro, entre voluntarios, 
facilitadores y personal del Subcentro. 
Supervision de las actividades de 
facilitadores y voluntarios. 
Realizaci6n de actividades comunitarias 
del proyecto: Visitas Domiciliarias, 
Reuniones Comunitarias de Salud. 
vacunacion, pew+, education 
nutricional, Atencion en el Puesto 
Comunitario de Salud. 
Coordinar con el MSP, voluntariado 
Capacitacibn a1 voluntariado, 
facilitadores y personal del MSP, en el 
uso de material educativo y registros. 
Reuniones de Anilisis de infomacion. 
Capacitar y supervisar a1 voluntariado y 
facilitadores en Visitas Domiciliarias, 
pesajes, educacion nutricional, seiiales 

FE'CHA 
Actividades 
bimensuales. 

RESFONSABLES 
hlidico, enfernera y 
auxiliar de cada 
subcentro de salud. 
Facilitador del SICOS. 
Enfermera coordinadora 
de PLAN. 

Enfermeras 
Coordinadoras de PLAN 
en 30 comunidades cada 
3 meses. 
Para el resto de 
comunidades de esta 
fase se utilizaran 
facilitadores. 

Dos visitas 
cada mes en 
cada 
comunidad. 



FASES 
SEGrnIENTO 

OBJETIVOS 
Delegar a1 MSP y comunidades e 
manejo y logo  de 10s objetivos de' 
proyecto. 
Xpoyar en la gestion de recursos y en 12 
prograrnacion de actividades orientadas 
2 mejorar las coberturas. 
Fortaker eI desarrollo de SILOS, y 12 
capacidad de gestion a nivel comunitaric 
y de unidades de salud del MSP. 

Supenisi6n programada se@n puntos 
problema identificados y en comunidades 
o subcentros criticos. 

I 

Reuniones de coordinacion. 
Capacitacion en gestion, en coordinacion 
con el Proyecto Atencion Primaria de 
Salud del convenio Ecuatoriano-Belga, 
FASBASE, Universidad de Cuenca. 
OPS. 
Participacion en el Equipo Tecnico del 
Area, el Cornite Ejecutivo Provincial de 
Salud. 

ACTIVLDAD 
Reuniones de coordinacion. 

RESPOXSABLES 
Enfermeras 
coordinadoras de PLAN. 
Personal de salud del 
MSP. 

Enfermeras 
coordinadoras de PLAN. 
Coordinador del 
Proyecto. 

F E W  
Reuniones y 
Visitas 
mensuales. 

Reuniones 
mensuales o 
bimensuales, 
segun cada 
SILOS. 



ANNEX K 

ACTION POINTS 



PUNTOS DE ACCION PARA 60 D ~ S  

PUNTOS DE ACCION 
L 
I. Plan detallado de  trabajo para 10s 
proxinios 4 meses 
2. Ejecuci6n de las actividades plantendas en 

i et Plan de Accibn 
3. Reuniones gerenciales cada 2 semanns 

[para reportar actividddes a1 respecto del Pldn 

Gcrencial/supervisora y Asesoria. 
5. Distribuci6n dc Material cduci~tivo sobro 
EDA, IRA a Subcentros dc  Snlud y 

, Mospitalcs. 
6. Clasificaci6n de comunidades que: 

a) Nccesitan 2 visitas nwnsuales de 

enlerrneril 
c) Nccesitnn I visita mensud\l d c  

Facilitdor 
c) Espcrdn para cl grupo scgundo y 

tercero 
7. Contrato con Ascsor Brian Johnson pi~ra 
Sistcma dc Information. 
8. Porn~ular acuerdos con el SCS para 
I autopesli6n con antibidticos contra neumonia. 
IS). Identificar un minimo de  4 comunidades 

11. Exhibici6n de Cartulinas en la oficina d~ 
salud de PLAN, en cada Suboficina, 
Subcentro de  Salud: 

Con~unidades y Sicos, colocados segdn 
cada fase: 1,2#3 
Poblaci6n beneficiaria (niiio de 0-23 meses, 
24 a 59 meses y mujeres en edad fi.rtil(15 a 
49 aiios) por comunidad, SICOS (Nuclec 
dc Gcsli6t.r) y AREA (SILOS). 
Metas del ~rovecto con avances mensuales 

( 12. Actualizar regislro de  datos del proyecto 

Equipo 

Equipo 

Zoordinador del proyecto, 
lsistente adminislrativo, 
Zcrcntc! dc PLAN. 

Asistente Adnlinistrativo, 
Equi pot MSP. 

Equipo 

Asistentc administrative, 
coordinndor dcl proyccto 
Equipo 

Coordinador del proyccto, 
Coord inadora dc 
capacitacibn, q u i p o  
Equipo 

Asistente adminislrativo 



I 13. Implementaci6n d e  Fict~as Familiares I 
desnutrici6n yor cada mes. 
15. Aplicdci6n d e  In nueva estrategia d e  
accicin en 10s Nticleo d e  Gesticin, por fases I 
(Mantenimicnto), 2 (Intensiva), 3 
(Seguimiento) y 4 (Traslado o 

17. Reuniones comunitiwias d e  salud y 
visitas domiciliarias para reforzar temas de 
salud segtin prioridndes recornendadas en  la 
evaluci6n d e  medio tC?rmino. 

empoderan~iento). 
16. Taller de actuaIizaci6n en IRA a medicos, 
enfermeras v voluntirios d c  salud. 

118. 

Reunicin d e  coordinaci6n / x 
interinsti tucional para tratar puntos de acci6n 
~ C * S P ~ Y I ~ S  il r c ~ ' o ~ i ~ ~ ~ ~ ~ l ~ ~ t ~ i o n c * s  tlc I,r c*valutrc~i6n 
tfc mcdio 16rniino. 

x xxxx I MSP y Equipo I 

x Coordinadora de  Paute, 
coard indor  cicl nrovccto. 

xxxx 

1 

Equipo, MSP, 
voluntariado Y 
facilitadores. 



ANNEX L 

PROCESS INDICATORS 



SISTEMA I)!.: 1 %  ':'f)iiJ.I.AC1[O;U EN s.4LllD - - - - - - - - - .  
I\TILR\X.';C:IOS 

,- --- 
P S I ~ ~  & lcri ~lidos GKIU 2 ~CSCY 

--- 
Entrcgi 6: SRO 

-. 

Vacunacibn con TT2 w nwjctcs 
cn edsd f&il 

E$querrc\ ~0111pl~to & 
v d b n  a nit% de 1-2 iulor; 
dc aktd 

. . . .. -' ' -! - 
[Xt ) I (  .\I> )Ii 

--- 
% do I" nos +~do( edi 2 
n-s 

-.- - 
% dc S.RO. hrtrifidos a 
m h & n i f i u j < & 2  ribs -- 
94 & t ~ ~ u l r n  dc ~nciwm & 2 
aitos con TT2 

-----._----- 

% de niilos de I a 2 aAos con 
o;qunu co~nplm & 
~aa~nacion - 

-,--,----,,------ 
HKRIL\VIIZST.LF 

All.:'~O1)0 
Rc@*o dc 
Atcncion Intcgriidn 
(Nillo Proteado) 
Rcgislro dcl Nino 
Enfcrmo 
..-----.'a- 

kgisuo de 
Atcrxidn Intcgrad? 

R c & ' M r ~  dc 
Atencion Integrad? 

---- 
Rdcrcflc~;! y Cor~Wtru~h 
a m  cl Pursro Comunit;lrio & 
blud y un Sukmtro ck Salud 
u om senicio de salud cdlificad 

&gsuo d d  
Enfiema. 
Rcgislro dc 
Refercncias en 
Dcsr~ulnciJn 

% dc n h s  que fueron 
refcridos y vohia-on rn 
contlareferencia a1 Pursto 
Con~unilitn'o dc Salud (PCS). 

~ifio--V~lunL;Vio 

tub l ' v n c  la 
nrI rrrwilr 

binicnsd 

birnmsual 

1 - 1  ..-. .me-.. 
bimeltsual 

birncnsuiil 

MrcxbLt (-IADO 

---.------ 
V o l ~ ~ t w i i ,  

------- 
V'olun~ario 

d ._.. ..-. ..,' ' 
Voluntmo 

Volunlivio 

Wi- bhlltnsual Valunmio 
A(enci0n hefired3 

-- - - - -  
COwlidirdO binicmual Volcuuslio 
Ca~~runitario 

Rcportc ~ u c ~ ~ s u a l  Enfcnncms 
supen-isoras 

Consolidi~do bimcntiil Vohmtario 
C ~ ~ l ~ ~ u n i b r i o  

Wflc n~cnsual EnTcnwra 
Geienciitl 

Repork ' Mznsual I Enfcrmeras 

sripcnisons ' 

bpa& Mcnsual Enferrncriu 
supcniwras - 

RcpOrle Mcllsuat ~llftrrncrX- 
supen.isoras 

k ~ o f i f  men51 lal Enlcrulern 
Gercmial 

Repork bimcnsual Enfentlcra 

-... 
Consolidado 
Cornunitilrio 

Visilas domicilicuins 5h & v-jrim &mici1i;lriaS 
rGl~iy4ild;a a & nifios c 
de2aAcn 

Ktuniones C o m u n i ~ ~  & 
Salud bimcnsu4c.s ---- 
Rct~nioncs de Andlisis dc 
I donnacidit 

pqucte biico dc imun~os pan 
comuniditdru 

' Peql,& b&ia & inrunv~ plrn 
i S u b a t n ~  & Mud (SCS) 

Ewntos dc cqacitaci6n a ' 
pcmd dcl Mitristcrio & 
~alr~d,  Scguro k i d  

1 Cnn~ptsino v ONGs 
Capscildbn a wlunlarios dc 
solud cn Atenci6n 1tuegr;td.a 

capcitacion H Facilitadores 
cn Atenci6n lnlegm& 

I Capacitaci6n cn mancjo de 
1 anubi6ticos para Ncurnonia, 
' Voluncarios dc oomuniddes 1 Idanas 

j 
QpnciUlci6n en Atcncih 

educativos __ 

$2 dc Reuniow Cornu~ni~ias 
dc Snlud mli~~das ---.. 
% dc R a ~ ~ t i o n a  6: a~&k de 
infomlcibn ( RAI) cn los 
Suknuos  & Mud. 

% & comuni&dcs mu 
Rquac iwnlo5 
mmpldo 

U & S.C.S. m Paquac 
WCO & I I L . ~ ~ ~  mntpki~. 

% Subcenlros & Sahd WII 
persosrrl capncltaclo a1 
Atencion Intcgrada 

% de Vol lu1~05  dcTdud 
urpaclcados cn A u c i 6 n  
I nlcgradu. 

% t:=ilitad- capa"~* 
cn Abmti&~ 1ntegr;dz 

- .  

~ / o  & comuniw con 
Mluntatios & =hid 

a, ua ~c 
amibm ck mwsgn&\ 

r. 

para Ncutmnh. ' 

3 ml,,,,,j& 
diripnws c q t d o h  
A~akibn Inlcgrd! 
Yo Jc C O ~ W ~ ~ S  
~ ~ l c \ h ; \ , ~ & ~  ~nerf~~;c\ dz sdwl 
infitmi CII u!u ~tl i! .3!<~!~'-~~. ___.......-. _.-*.-. 


